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The Relationship between Emotional Intelligence, Social Comparison and Motivation to 
Engage in Physical Activity in a School Aged Sample. 
Abstract
Objective. The World Health Organisation (2010) has expressed major health concerns over 
rising obesity rates, however only a third of young people in the UK currently meet national 
physical activity (PA) guidelines. Current health-promotion initiatives appear mostly ineffective in 
tackling this issue, highlighting the need for research to focus on factors that facilitate and sustain 
participation in PA. This study therefore explores the relationship between the various factors that 
have been seen to predict PA, including emotional intelligence (El), social comparison and 
motivation, and considers how its findings could inform future policy concerning the promotion of 
healthier lifestyles in young people.
Design. A cross-sectional questionnaire design was employed to measure El, social 
comparison, motivation to participate in PA and frequency of PA. 84 males and 123 
females between the ages of 14-15 were recruited from a state comprehensive school to complete 
the questionnaire.
Results. Analysis showed positive correlations between El and frequency of PA in both 
genders; intrinsic motivation was found to mediate this relationship. El was also positively 
correlated with intrinsic and extrinsic motivation in both genders; however the association was 
stronger between El and intrinsic motivation. Although further correlations were found between 
El, social comparison and type of motivation, further analysis suggests that these findings may be 
less robust.
Conclusions /  Implications. Together, the study’s findings tentatively support the role of El 
and social comparison in influencing an individual’s participatory motivations, which in turn, may 
impact the adoption of, and sustained engagement in, PA. The implications of this in relation to the 
development of more effective health-promotion are discussed.
Keywords: Emotional Intelligence; Physical activity; Intrinsic motivation; Mediator; Social 
comparison; Adolescents.
This empirical paper is planned for submission to the journal of Psychology o f  Sport and 
Exercise which has published a number of studies investigating factors that affect participation in 
physical activity by young people, such as motivation, personality and gender.
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Introduction
‘Physical activity’ (PA) includes any physical movement made by skeletal muscles that 
requires energy expenditure, such as: cycling, walking, team sports and exercise (WHO; World 
Health Organisation, 2008). Regular PA1 improves long-term physiological and psychological 
health and is beneficial for self-esteem, mood and energy levels (e.g., Paluska & Schwenk, 2000; 
Parfitt & Eston, 2005), whereas physical inactivity is the second biggest risk factor for chronic 
disease in Western countries (WHO, 2008). The Health Survey for England (HSE, 2012) suggests 
that a third of young people under the age of 15 are classed as overweight or obese, and less than 
30% meet the Department of Health’s (DoH, 2011) recommendations for PA. Sedentary behaviour 
is indicated to be an important predictor of later life PA (Biddle et al., 2000), therefore the number 
of young people currently inactive is of concern because of its long-term health implications and 
impact upon future national health care provision (DoH, 2013).
A significant body of research has focused on determining factors that predict PA in both 
adult and child populations (see review: Sallis et al., 2000) to inform the design of more effective 
health-promotion campaigns. Numerous PA predictors have been identified thus far, including: 
age, gender, socioeconomic status, ethnicity, previous PA and availability of PA equipment (e.g., 
Brockman et al., 2009; Wendel-Vos et al., 2007). Despite this, interventions designed to increase 
PA participation have been only moderately effective (Cochrane review: Foster et al., 2013) 
perhaps due to a lack of knowledge regarding the mechanisms responsible for behaviour change 
(Taymoori & Lubans, 2008). Criticism of health approaches (e.g., Brug et al., 2005) advocate that 
to maximise the effectiveness of such interventions, the psychosocial factors that affect adherence 
to long-term PA participation must be determined.
Self-motivation is defined as the ‘psychological process that initiates, guides and maintains 
goal-oriented behaviours’ (Ploncynski, 2000, p.695) and is a strong psychological determinant of 
PA behaviour (e.g.. Pan et al., 2009). Over the past 20 years, the study of motivation has been 
central to the development of social psychological theories attempting to explain human behaviour. 
Principle amongst these theories are: social-cognitive theory (SCT; Bandura, 1986), self- 
determination theory (SDT; Deci & Ryan, 2002) and theory of planned behaviour (TPB; Azjen &
1 DoH’s (2011) PA guidelines recommend that those under the age of 18 should engage in 60 minutes or more of 
moderate to vigorous PA everyday, whereas adult guidelines recommend 30 minutes or more of PA, five times per 
week.
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Driver, 1991). However, SDT (Deci & Ryan, 2002) is the most frequently referred to model within 
exercise and sport literature because it provides a comprehensive and integrative framework that it 
is effective in predicting PA behaviour, performance and numerous well-being outcomes (see 
review: Teixeiraet ah, 2012).
Self-determination theory
Deci and Ryan’s (2002) theory of self-determination divides motivation into: amotivation, 
extrinsic motivation and intrinsic motivation. Amotivation is defined as the absence of motivation 
to engage in a behaviour; extrinsic motivation is engaging in a behaviour to obtain outcomes that 
are external to the behaviour (e.g., rewards); and intrinsic motivation is engaging in a behaviour for 
the inherent pleasure derived from it (Deci & Ryan, 2002).
Intrinsic and extrinsic motivations are placed on a continuum of behavioural regulation, 
ranging from intrinsic (self-determined) to extrinsic (not self-determined) motivation (Deci & Ryan, 
2002). On this continuum, behaviour is said to progress from externally controlled (e.g., lacking 
personal volition) to more autonomous or internally controlled. Whilst intrinsic motivation is a 
unitary construct that is perceived to be fully autonomous, extrinsic motivation is broken down into 
four behavioural regulations that progress from externally to internally controlled (see Appendix 1 
for model diagram). Of the four, ‘External’ regulation is the least self-determined, characterised by 
behaviour that is completely controlled by external agencies (‘I attend the gym because others think 
it is important’); then ‘introjected’ regulation where external pressures have been partly internalised 
(T feel guilty if I do not attend the gym’); followed by ‘identified’ regulation when the individual 
consciously values the outcomes of the behaviour (T attend the gym because it makes me feel 
healthier’) and finally ‘integrated’ regulation, which is the internally controlled and the outcome of 
the behaviour is entirely consistent with the individuals values (‘PA is important to me’) (Ingledew 
et ah, 2009).
Distinguishing between these motivations is fundamental to SDT as they are proposed to 
differ in cognitive, emotional and behavioural consequences (Deci & Ryan, 2002). Generally, 
extemal/introj ected regulations are characterised as controlling and are predictive of less effort and 
higher dropout rates; whereas integrated regulation and intrinsic motivation are seen as autonomous 
and are important predictors of sustained participation in PA and beneficial well-being outcomes, 
including higher self-esteem and mood (e.g., Sebire et al., 2009; Deci & Ryan, 2002).
9
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Participatory motives are the reasons or goals that individuals participate in a behaviour, 
such as: enjoyment, affiliation and weight-management (Markland & Ingledew, 2007). 
Participatory motives have been shown to be strong predictors of behavioural regulation andean 
be reliably categorised into either autonomous or controlled regulations, consistent with SDT, with 
similar consequences for behaviour and affect (Grouzet et ah, 2005; Ingledew & Markland, 2008; 
Ingledew et ah, 2009). F o r  example, self-enhancement motives (e.g., appearance and weight- 
management) predict extemal/introj ected regulation, drop-out, body-image dissatisfaction and 
mood difficulties (e.g., Ingledew & Sullivan, 2002; Maltby & Day, 2001), whereas enjoyment, 
challenge and affiliation motives predict intrinsic/integrated regulations and sustained PA 
participation (e.g., Ingledew & Markland, 2008; Ingledew et ah, 2009). Research into participatory 
motives has also highlighted potential gender differences in motivation to participate in PA; males 
reporting higher levels of competition and challenge motives, whereas females report relatively 
more self-enhancement and weight-management motives (Kilpatrick et al., 2005; Tiggerman & 
Williamson, 2000).
Furthermore, the inclusion of participatory motives in motivational research has facilitated 
in-depth analysis of the impact of regulations on behaviour and well-being, beyond the degree to 
which the behaviour is controlled or autonomous (Ingledew et ah, 2009). For example, when 
measuring behavioural regulation in isolation, SDT suggests that more controlling regulations (T 
exercise because others says I should’) may lead individuals to feel under pressure to act, which 
may undermine their experience of enjoyment and interest in the activity (Deci & Ryan, 2002). But 
measuring participatory motives in addition to regulations (e.g., weight-management) might reveal 
feelings of guilt, shame or body-image dissatisfaction should they be unsuccessful m meeting their 
goals, which may better explain why feelings of self-esteem and interest in participation
are reduced (Fumham et ah, 2002; Markland & Ingledew, 2007).
Finally, SDT proposes that individuals’ dispositional tendencies (e.g., aspects of 
personality; Krull, 2001) can ‘activate’ particular participatory motives and behavioural regulations 
(e.g., Ingledew et al., 2009; Teixeira et ah, 2012). For example, a tendency to experience body- 
related envy is positively associated with both self-enhancement motives and controlled regulations 
to participate in PA (Pila et ah, 2014). Dispositional tendencies tend to be more consistent across 
different situations (Krull, 2001), whereas motivation can be strongly influenced by the social 
environment (e.g., Murcia et ah, 2008). Few studies have directly explored the relationship 
between dispositional tendencies and motivation (e.g., Ingledew & Markland, 2008; Teixeira et ah,
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2012) however, identifying these tendencies may improve the predictive ability of behavioural 
models. Such tendencies may include emotional intelligence (El) and the tendency to socially 
compare, which have been indicated by research to be strong predictors of PA behaviour (e.g., 
Luszcynska et al., 2004; Saklofske et al., 2007a).
Social comparison
Social comparison theory (SCT; Festinger, 1954) postulates that individuals compare their 
abilities and opinions to similar others to obtain a standard against which they can compare 
themselves and define the self. Differences between individuals and their comparison groups create 
pressure to re-gain uniformity by either changing their own views or those of their comparison 
group. Social comparison is indicated to be dispositional; individuals differ in their tendency to 
socially compare with differential consequences on behaviour, cognition and affect (Buunk & 
Mussweiler, 2001). For example, an increased tendency to socially compare has been correlated 
with sensitivity to the behaviour and criticism of others (Thau et al., 2007; Buunk et al., 2001) and 
reduced self-esteem and confidence (Buunk & Gibbons, 2007).
Increased social comparison has been reported to be a significant predictor of PA (e.g., 
Luszcynska et al., 2004, Verkooijen & Bruijin, 2013) which is not surprising given that sport and 
exercise environments provide extensive opportunities for physical comparison (Cash & Smolak, 
2011; Pila et al., 2014). SDT views behaviour that is influenced by the behaviour of others as being 
externally controlled. Therefore it could be hypothesised that individuals who are more likely to 
compare themselves to others, are sensitive to pressures to reduce differences with their comparison 
group by participating in PA to gain social acceptance or avoid exclusion (Gillison et al., 2006; 
Luszczynska et al., 2004). Although the relationship between social comparison and externally 
controlled motivation has not been directly studied, goal orientation research indicates that social 
environments that foster such comparisons (e.g., school) are consistently reported to reduce feelings 
of autonomy, enjoyment and self-esteem (e.g., Knee & Neighbours, 2002; Ferrer-Caja & Weiss, 
2000; Murcia et al., 2008). This may be salient to school-aged children as evidence suggests that a 
tendency for social comparison increases in adolescence, particularly in girls (Krayer et al., 2008; 
Rankin et al., 2004).
Emotional intelligence
El is generally defined as the ability to identify and express emotions in one-self and others, 
understand the meaning of these emotions and regulate and reflect on them (Ciarrochi et al., 2001).
11
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A large body of evidence indicates that El has a direct or indirect role in facilitating multiple health- 
related behaviours in both adults and children, such as increased commitment to participation in PA 
(see reviews: Martins et ah, 2010; Schutte et al., 2007).
Studies have also reported consistent associations between emotions and motivation 
(Christie et al., 2007; Zurbriggen & Stumman, 2002) but no research has directly investigated the 
relationship between El and SDT motivations, despite growing evidence that El is positively 
associated with factors indicated to predict intrinsic rather than extrinsic motivation (Deci & Ryan, 
2000). For example, higher El is associated with increased: self-esteem and happiness (Sillick & 
Schutte, 2006), enjoyment and life satisfaction (Palmer et al., 2002), body-satisfaction (Markey & 
Vander-Wal, 2007), adjustment and coping during adversity (Haffey, 2007), and feelings of social 
relatedness (Lopes et al., 2004). El has also been reported to act as a moderator between social 
pressures and negative health behaviours (e.g., Ghee & Johnson, 2008). For instance, college 
students with higher El reported being more aware of the negative social consequences of not 
smoking but were nevertheless less likely to smoke (Trinidad et al., 2004). The indication is that 
emotionally intelligent individuals may be more resistant to the associated consequences of social 
comparisons and other externally-controlled behaviours (Deci & Ryan, 2000). Furthermore, El s 
association with motivation and PA may be of importance to health-promotion campaigns as El can 
be effectively taught in schools (Slaski & Cartwright, 2003; McCraty et al., 1999).
There is still disagreement regarding EEs conceptualisation, despite the volume of research 
into it (Heck & Oudsten, 2008). Petrides and Fumham (2001) suggest that existing 
conceptualisations of El can be classified into two main models: ‘ability’ and ‘trait’. Ability models 
conceptualise El as an intelligence system that drives the processing of emotional information, 
similarly to other traditionally defined intelligences, whereas trait models use a broader conception 
of intelligence, combining mental abilities with a wider range of personality traits (Heck & 
Oudsten, 2008; Mayer et al., 2000). However, it is generally agreed that the two models have core 
overlapping features (Ciarrochi et al., 2001), including: mood perception, regulation, understanding 
and utilization (Ciarrochi et al., 2001). As trait models of El conceptualise and measure El as a 
dispositional tendency, they may therefore be more consistent with motivational studies exploring 
the association between participatory motives/regulations and dispositional variables (e.g., Ingledew 
& Markland, 2008). Gender differences in level of trait El have also been reported, however this 
has not been found to be consistently statistically significant (Ciarrochi et al., 2001; Femandez- 
Berrocal et al., 2012).
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Rationale for present study
Considering the number of UK children who are currently sedentary (HSE, 2012) and the 
serious health concerns associated with this (WHO, 2010), research is needed to isolate factors that 
develop and sustain PA behaviour to aid the development of more effective health-promotion 
campaigns (DoH, 2013). Meta-analyses suggests SDT is a strong predictive model of human 
behaviour (e.g., Teixeira et al., 2012), which proposes that the type of motivation has important 
implications on PA behaviour, cognition and affect (Ryan & Deci, 2000). Research is now moving 
towards identifying the factors that impact motivational type, such as dispositional tendencies, to 
further develop this model. Tendencies may include both El (Christie et al., 2007) and social 
comparison (Ferrer-Caja & Weiss, 2000). Furthermore, exploring gender differences in social 
comparison, El and motivation, may help towards understanding gender differences in PA (e.g., 
Femandez-Berrocal et al., 2012; Kilpatrick et al., 2005; Rankin et al., 2004). Although these 
relationships have not been directly investigated in adult or adolescent samples, the focus on 
adolescents may be particularly important as this is a time of significant reduction in PA 
participation (HSE, 2012) and increased social comparison (Krayer et al., 2008).
Aims and Hypotheses
This study aims to explore the relationship between El, social comparison, gender and 
motivation to participate in PA, and makes the following hypotheses:
1. El will be more positively correlated with intrinsic than extrinsic motivation to participate in 
PA in both males and females.
2. Social comparison will be more positively correlated with extrinsic than intrinsic motivation 
to participate in PA in both males and females.
3. Intrinsic motivation will mediate the relationship between El and PA (Figure 1).
4. Extrinsic motivation will mediate the relationship between social comparison and PA 
(Figure 2)
13
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Intrinsic
Motivation Frequency 
of Physical 
ActivityEmotional
Intelligence
Figure 1: Proposed Intrinsic Motivation Mediation Model (Hayes & Preacher, 2013)
Extrinsic
Motivation
Frequency 
of Phy sical 
Activity
Social
Comparison
Figure 2: Proposed Extrinsic Motivation Mediation Model (Hayes & Preacher, 2 013)
Methodology
Design
This study employs a cross-sectional questionnaire design to explore the relationship 
between emotional intelligence (El), social comparison, motivation, physical activity (PA) and 
gender in a school-aged sample.
Sampling and Inclusion Criteria
Participant recruitment
16 Surrey comprehensive schools were invited to participate via letter and email between 
January and September 2013 (Appendix 2). One school responded and participated. Recruitment 
was stopped after gaining a sample size of 200 as this was estimated to be sufficient to obtain a 
power of 80% to detect mediation at the 5% level using the Sobel test (Fritz & MacKinnon, 2007). 
Neither the school or participants received payment for participation but, to show gratitude for 
taking part, the principle researcher gave a presentation on ‘Careers in clinical psychology’ at the 
school.
14
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Inclusion criteria
Comprehensive schools were approached as students tend to have a broader range of 
socioeconomic and cultural backgrounds, which may be more representative of school-aged 
adolescents. The study aimed to include a similar ratio of females to males to enable better gender 
comparisons. Participation was open to Year 10 students (14-15 years old) to remove age as a 
variable (e.g., Femandez-Berrocal et al., 2012). Form tutors were not aware of any participants that 
were unable to take part in some form of PA or complete a questionnaire, so these factors were 
deemed unnecessary exclusion criteria.
Sample
207 participant responses were included in this study, consisting of 123 females {Mage = 
14.16 years, SD = .371) and 84 males {Mage = 14.15 years, SD — .364). The majority of students at 
the school were White British, with a small proportion from minority ethnic heritages but ethnicity 
was not measured (Ofsted report, 2013).
Measures
Participants were given an information sheet (Appendix 3), questionnaire booklet (Appendix 
4) and debriefing sheet (Appendix 5). The information sheet detailed the purposes of the study, 
consent issues, confidentiality and their right to withdraw. The debriefing sheet included 
organisations that students could approach for support should they become distressed.
The introduction to the questionnaire booklet contained information on how to answer the 
questionnaire together with a definition and examples of PA. Participants were only informed of 
the general aims of the study to avoid socially desirable responses. For trait El, social comparison 
and motivation to participate in PA, participants were asked to rate the extent to which they agreed 
or disagreed with each statement on a five-point Likert scale. The questionnaire took
approximately 20 minutes to complete and included the following:
Demographic data
Participants were asked to report their gender, age and type of PA in which they took part in. 
Physical activity behaviour
Two questions were used to measure frequency and continuity of PA as single-item 
measures of PA are frequently used due to time constraints and their comparative reliability (e.g., 
Milton et al., 2011). In answering the questions, participants were asked not to include any 
compulsory lessons at school. The frequency o f  PA ’ question was taken from the European WHO
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survey of 11-16 year olds, which is used extensively in studies with adolescents (Wold et ah, 1994). 
‘How many hours a week do you usually engage in physical activity in your free time, so much that 
you get out of breath or sweaf?' ‘CWmwify was measured by the question:
‘Please estimate how long you have participated in regular physical activity?’ Participants 
responded by selecting a relevant time range: 0 years, 1-6 months, 6 months-1 year, 1-2 years and 2
or more years.
Trait emotional intelligence
Schutte et al.’s (2009) 33-item Assessing Emotions Scale (AES; Schutte et al., 2009) yields
an overall El score ranging from 33-165, with higher scores indicating higher El. The total score 
can be further broken down into four subscales, including: perception of emotions, managing own 
emotions, managing others emotions and utilising emotions (Ciarrochi et al., 2002). The internal 
reliability is reported to be ‘acceptable’ for all domain scales in an adolescent sample aged 13-18 
years old (a ranged from .65 to .90), suggesting that adolescents can reliably and validly report their
own El levels (Ciarrochi et al., 2001).
Social comparison
Social comparison was measured as a dispositional tendency in accordance with Festiger s 
(1954) social comparison theory, using the 11-item self-report lowa-Netherlands Social 
Comparison Orientation Measure (INCOM; Gibbons & Buunk, 1999). The INCOM measures an 
individual’s tendency towards comparisons with others’ abilities (‘how am I doing? ) and opinions 
(‘what should I think/feel?’). This produces a total score that ranges from 11-55, with higher scores 
indicating higher social comparison. This measure has been used successfully in studies relating to 
health behaviours with a reportedly ‘good’ internal reliability (a = .80) in an adolescent sample 
(Luszcynska et al., 2004).
Motivation to participate in PA
Motivation can be measured through behavioural regulations or participatory motives
(Hagger & Chatzisarantis, 2007). After piloting the questionnaire (see Procedure section), the 
Exercise Motivation Inventory version-2 (EMI-2; Markland & Ingledew, 1997) was selected to 
measure motivation. The 51-item EMI-2 measures 14 participatory motives as subscales: stress 
management, revitalisation, enjoyment, challenge, social recognition, affiliation, competition,
2 PA measures typically record breathlessness and sweating following PA as an indicator of moderate to high intensity 
(e.g., Milton et al., 2011).
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health pressures, ill-health avoidance, positive health gains, weight-management, appearance, 
strength and endurance and nimbleness. These can be averaged to aid comparison.
This measure has been reported to be applicable to both exercisers and non-exercisers and is 
a reliable measure of both sport and exercise motives in an adolescent sample (a = .85, a = .70 
respectively) (Ingledew & Sullivan, 2002). Consistent with Ingledew and Sullivan’s (2002) study, 
one ‘appearance’ item was changed from ‘to help me look younger’ to ‘to help me look better ’ to 
make it age appropriate.
EMI-2 subscales can also be reliably categorised into measures of ‘intrinsic’ (e.g., 
enjoyment, affiliation, challenge, revitalisation and competition motives) and ‘extrinsic’ (e.g., 
appearance and weight-management motives) motivations, somewhat consistent with the 
regulations proposed by SDT (Deci & Ryan, 2000). Although SDT characterises integrated 
regulation as extrinsic, it is empirically difficult to distinguish between ‘integrated’ regulation and 
‘intrinsic’ motivation (Markland & Toby, 2004) as both have near identical consequences on 
behaviour and well-being outcomes (e.g., Lonsdale et al., 2008). As such, research has typically 
collapsed these two regulations to form a single measure of internally regulated or ‘intrinsic’ 
motivation that can be contrasted with a measure of externally regulated or ‘extrinsic’ motivation 
(Conner & Norman, 2005; Tenenbaum et al., 2012). For the purposes of this study, ‘intrinsic’ and 
‘extrinsic’ motivation will be defined and measured as such from this point on.
Ethical Considerations 
Ethic Approval
Favourable ethical approval was granted in January 2013 by the University of Surrey’s 
Faculty of Arts and Human Sciences Ethics Committee (Appendix 6).
Acceptability o f measures
Service-user consultation was sort through the University of Surrey to ensure that the 
booklet was sensitive to the participant’s needs and appropriately worded. The questionnaire was 
also piloted on four young people aged between 1 3 -1 5  years old to ensure that the language and 
terminology was age appropriate.
Consent
Consent was received from the Head Teacher, participants and parents in accordance with 
the British Psychological Society’s (BPS, 2010) code of Human Research Ethics for those under 16 
years of age. Parental/guardian consent was gained by a sending consent form directly to each
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parent within the school newsletter on two separate occasions two months before the research was 
conducted. Students consented to participation by ticking the ‘consent’ box on the front page of the 
questionnaire (Appendix 4), which is considered sufficient by the BPS (2010) as the data was non­
sensitive and anonymised-at-source.
Confidentially
No identifiable data was collected. Instead, each participant and corresponding questionnaire 
was given a participant number that they were asked to keep a record, to be quoted in the event that 
they subsequently wanted their data to be withdrawn. All electronic media containing participant 
data met the requirements of Health Service data protection.
Procedure 
Pilot o f study
The Behavioural Regulation in Exercise Questionnaire (BREQ-2; Markland & Toby, 2004) 
is the most frequently used and valid measure of SDT’s behavioural regulations (Moustaka et al., 
2010). The BREQ-2 produces individual scores for each regulation, however difficulties in reliably 
distinguishing between certain regulations have been highlighted (see Measures section) (Lonsdale 
et al., 2008; Tenenbaum et al., 2012). Thus, many studies have grouped internal and external 
regulations (e.g., Tenenbaum et al., 2012). In addition, feedback from piloting the study’s 
questionnaire booklet strongly indicated that there were too many questions which resulted in 
participants not completing the booklet. This is consistent with several studies that have shown 
questionnaire length to be negatively correlated with participation and response quality (e.g., 
Galesin & Bosnick, 2009; Yammarino et al., 1991). Therefore, to balance the study’s validity with 
feasibility, the EMI-2 was selected to measure participatory motives and motivation (extrinsic and 
intrinsic).
Main study
The researcher distributed an information sheet and questionnaire booklet to each student 
during scheduled tutorial time. The students were given time to ask questions regarding the study 
before they were invited to complete the questionnaire. Students who declined to take part in the 
study, or whose parents had requested that they did not take part, were asked to use the class for 
quiet study.
Participants were asked to complete the questionnaire as honestly as possible, without 
conferring with others. It was completed under the supervision of the researcher to ensure 
confidentially and to reduce conferring. Participants then returned the questionnaires at the end of
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the tutorial period, whether complete or not, to the researcher and were invited to keep the 
debriefing sheet.
Data screening
312 questionnaires were received following recruitment, which were screened for accuracy 
and missing data. Missing data from outcome measures was replaced with the mean score for the 
specific subscale. Questionnaires in which more than 17% of any measure was skipped were 
perceived to have insufficient data (e.g., Schutte et al., 1998), which resulted in the exclusion of 105 
questionnaires from the study.
Data Analysis
Descriptive data is presented using means (M), standard deviations {SD), standard errors 
{SE) and percentages (%) where appropriate. Analyses were conducted using the Statistical Package 
for Social Sciences version 21.0 (SPSS). Differences between variables were calculated using t- 
tests and regression analyses were employed to explore the relationships between variables. 
Significance levels were set at p < .05 (unless otherwise stated), based on two-tailed tests. Effect 
sizes were calculated to enable comparison.
Results
The results section explores the data by examining: the assumptions of normality, measure 
reliability and the division of intrinsic and extrinsic motivation into discrete measures. The 
hypotheses are then tested by examining the relationships between emotional intelligence (El), 
motivation, social comparison, physical activity (PA) behaviour and gender.
Assumptions of normality
A variety of graphical and statistical tests were used to explore whether the data was 
normally distributed and to identify any outliers. The box-plots indicated there to be no outliers. 
Inspection of the histograms (Appendix 7.1.), p-p plots, values of skewness, kurtis and 
Kolmogorov-Smirnov’s (K-S) test of normality (Appendix 7.2.) indicated, that for both genders, 
total El and social comparison scores were normally distributed (both K-S values p  > .05); whereas 
frequency (hours per week) and continuity (number of years) of PA were significantly deviated 
from the mean (all K-S values, p  < .05). While Central Limit Theorem suggests that the sampling 
distribution is likely to be normal due to the large sample size (anything above 30-100; Wilcox,
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2005), the bootstrapping method was employed in subsequent analyses as it estimates the properties 
of the sampling distribution from the sample data so that normal distribution is no longer necessary 
(Efron & Tibshirani, 1993). Bootstrap results were based on 1000 bootstrap samples, which gives 
sufficient precision (Field, 2013). Bias corrected and accelerated (BCa) 95% confidence intervals 
(Cl) were also performed as they are perceived to be more accurate than other methods, and are 
reported in square brackets [ ] (Efron & Tibshirani, 1993).
Measure reliability
The internal reliability of all measures were examined. The values of all EMI-2 subscales 
(Markland & Ingledew, 1997), apart from ‘health pressures,’ were ‘satisfactory’ (a ranged from 
.715 to .928, see Appendix 7.3.). The ‘health pressures’ subscale reliability values for females (a = 
.654) and males (a = .635) appeared ‘questionable’ however, it was not removed from the analysis 
as it was not deemed low enough to affect the reliability of the data (Field, 2013). The reliabilities, 
for both females and males were satisfactory for the AES (a = .917, a = .884, respectively) and 
INCOM (a = .796, a = .810, respectively).
Formation of intrinsic and extrinsic motivation measures
A number of EMI-2 (Markland & Ingledew, 1997) subscales can be reliably categorised into 
discrete ‘intrinsic’ and ‘extrinsic’ measures (e.g., Ingledew & Markland, 2008). To confirm that 
this fitted with the current study’s data, a principle axis factor analysis using oblique rotation (direct 
oblimin) was performed on all 51 items in the EMI-2 (Appendix 7.4.).
The entire data set was used to perform the factor analysis as the sample sizes for each 
gender were too small to analyse separately (e.g., Comrey & Lee, 1992). Inspection of the Kaiser- 
Meyer-Olkin score (KMO = .918) and values for individual items (all above .650), suggested that a 
factor analysis should produce distinct and reliable factors and verified the sampling adequacy of 
the analysis (e.g., Hutcheson & Sofroniou, 1999; Field, 2013). Six factors with Eigen values over 
Kaiser’s criterion of 1 were identified, explaining 58.6% of the variance when combined.
The scree-plot and main factor loadings indicated a three factor solution; two of which were 
formed of EMI-2 subscales representative o f ‘intrinsic’ and ‘extrinsic’ motivations (e.g., Ingledew 
& Markland, 2008). Factor 1 represented ‘intrinsic’ motivation (e.g., PA ‘makes me feel good’ and 
‘gives me goals to work towards’), and included items from the enjoyment, challenge, competition, 
revitalisation, strength and endurance, affiliation and social recognition subscales. Factor 2 
represented ‘extrinsic’ motivation (e.g., I engage in PA to ‘help me lose weight’ and ‘to make me
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look more attractive ), and included all items from the appearance and weight-management 
subscales. The calculated mean for each factor formed the measures of ‘intrinsic’ and ‘extrinsic’ 
motivation that were used in subsequent analyses.
For both genders, the intrinsic and extrinsic (females only) motivation measures were 
indicated to not be normally distributed by separate histograms and tests of normality (all K-S 
values,p  < .05). The reliability values were ‘good’ for both females and males for the ‘intrinsic’ (a 
— .959, a = .945, respectively) and ‘extrinsic’ (a = .911, a = .876, respectively) motivation 
measures.
Descriptives of sample
Participants reported engaging in PA of moderate to high intensity between 0 - 1 0  hours per 
week. Figure 3 illustrates that males (M  = 3.610, SD = 1.901, SE = .207) were more likely to 
participate in PA for a greater number of hours than females (M = 2.590, SD = 1.614, SE  = .145); an 
independent t-test found this difference to be significant {p < .001), with a large effect size (Table 
1).
G e n d e r
30 .0 -
2 0 .0 -
1 0 .0 -
o.o- T0 T3 T9T6
Hours o f Physical Activity per w eek
Figure 3: Number of hours per week of PA, separated by gender.
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Gender differences in measures 
Independent samples
Independent-samples t-tests were performed to explore gender differences on all measures 
(Table 1), apart from continuity of PA as this measure was comprised of categorical data (Table 2). 
Motivation
On average, females rated positive health, weight-management and appearance as the most 
important participatory motives; whereas males rated positive health, strength and endurance and 
competition as the most important participatory motives. Males were significantly more 
intrinsically motivated than females (p < .05) and females were significantly more extrinsically 
motivated than males (p < .001); with medium to large effect sizes.
E l and social comparison
Overall, females’ total El and social comparison scores were higher than males; though 
these differences were not significant (bothp  > .05).
Continuity o f PA
Table 2 suggests that males were significantly more likely to engage in PA for a greater 
number of years than females (p < .05), with a small effect size (0  and 0 c  both = .2363)
Table 2
Pearson’s chi-squared test for gender differences in continuity o f  PA participation.
Measure Females Males X 2 CI** d f P
N 723 11.769 .096,
.412
4 .019*
Note, n — 207. */? < .05. ** 1000 Bootstrap used, 95% BCa Confidence Intervals (CI).
Paired samples
Males reported themselves to be more intrinsically than extrinsically motivated (Table 1); a 
paired samples t-test found this difference, .560 [.282, .811], to be significant (f(83) = 4.140,/? < 
.05) with a medium effect size4 {d = .47). Females reported themselves to be more extrinsically
3 Cramer’s (1946) V (0C) and Phi (0) tests of effect size for non-parametric data.
4 Cohen’s d effect size: values of > .1 represent small effect sizes, > .3 medium effect sizes and >. 5 large effect sizes 
(Kelley & Preacher, 2012).
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than intrinsically motivated (Table 1); a paired samples t-test found this difference, .683 [-.141, - 
.457], to be significant (f(122) = -5.775,/? < .001), with a large effect size (d=  .59).
Relationship between measures
Pearson’s correlation-coefficient analyses (r) were conducted to explore the relationships 
between all measures for males and females (Table 3) apart from continuity of PA, which was 
composed of categorical data (Table 4).
Motivation
Table 3 indicates that for both genders, intrinsic motivation was significantly positively 
correlated with frequency of PA (/? < .001), with medium effect sizes5. Extrinsic motivation was 
not significantly correlated with frequency of PA in either gender (p > .05).
Emotional intelligence
Female El scores were significantly positively correlated with frequency of PA (p < .05), 
intrinsic motivation (p < .001), extrinsic motivation (p < .05) and social comparison (/? < .05), with 
small to medium effect sizes.
Males El scores were significantly positively correlated with frequency of PA (p < .05) and 
intrinsic motivation (p < .001), with small to medium effect sizes. Social comparison and extrinsic 
motivation were also significantly positively correlated with El (both p  < .05), with small effect 
sizes. However, as both correlations’ CIs cross zero, the population value could be zero, indicating 
that there may not be a genuine effect and it should be interpreted with caution (Field, 2013).
Social comparison
Female social comparison scores were significantly positively correlated with extrinsic 
motivation (p < .001), with a small effect size. Social comparison was also significantly positively 
associated with intrinsic motivation (p < .05), however, as this correlation’s CI crosses zero, there 
may not be a genuine effect. Social comparison in females was not significantly correlated with
frequency of PA (p > .05).
Males social comparison scores were also significantly positively correlated with intrinsic 
motivation (p < .05), with a small effect size. However, as the correlation’s CI crosses zero, this 
may not be a genuine effect. Males’ social comparison scores were not significantly correlated with 
extrinsic motivation or frequency of PA (bothp  > .05).
5 The coefficient is a standardised measure of an observed effect and is used as a measure of effect size: values of > .1 
represents a small effect size, > .3 a medium effect size and >. 5 a large effect size (Field, 2013).
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Continuity o f PA
Table 4 indicates that continuity of PA was significantly positively correlated in both males 
and females with frequency of PA (p < .001), intrinsic motivation and El (both p  < .05); all with 
small to medium effect sizes. Continuity of PA was not found to be significantly correlated with 
extrinsic motivation or social comparison (p > .05).
Table 4
Correlational analyses between measures using Kendal Tau s test, separated by gender.
Gender Measures r, Frequency Intrinsic Extrinsic AES INCOM
P, of PA Motivatio Motivatio
C l n n
Female Continuity r .399 .129 .028 .138 -.007
(n=123) of PA P .000** .029* .684 .042* .921
C l .253,539 .020, .289 -.113, .167 .004, .278 -.154, .133
Males Continuity r .287 .209 -.037 .181 -.040
(n= 84) of PA P .001** .014* .660 .033* .639
C l .097, .460 .003, .409 -.203, .137 .000, .281 -.223, .139
05, **;?<.001.
Hypothesis 1: El will be more positively correlated with intrinsic than extrinsic motivation to
participate in PA in both males and females.
In both genders, the positive correlation between El and intrinsic motivation is greater than 
the positive correlation between El and extrinsic motivation (see Table 3). The Williams’s T2 test 
(Hittner et al., 2003) was employed as it calculates whether there is a significant difference between 
two dependant correlations that share a common variable. The effect for El was found to be 
significantly stronger with intrinsic than extrinsic motivation in males if (120) = -2.475, p  < .05), but 
was not significant in females (t(81) = -1.826,/? > .05).
Hypothesis 2: Social comparison will be more positively correlated with extrinsic than 
intrinsic motivation to participate in PA in both males and females.
This hypothesis could not be tested as no correlation was found between social comparison 
and extrinsic motivation in males and the correlations between social comparison and intrinsic 
motivation in both genders were indicated to be ‘questionable’ (Table 3).
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Hypothesis 3: Intrinsic motivation will mediate the relationship between El and PA.
Hayes and Preacher’s (2013) model suggests that mediation has occurred if  the strength of 
the relationship between the predictor (El) and the outcome variable (frequency of PA) decreases 
following the addition of the mediator (intrinsic motivation). Hayes and Preacher (2013) 
recommend calculating the indirect effect of the mediator and its significance to infer mediation 
(Field, 2013): The indirect effect is the combined effects of paths Y? ' (correlation between predictor 
and mediator) and ‘b ’ (mediator and outcome) and can be assessed using confidence intervals (Cl), 
as the bootstrap method does not rely on the assumptions of normality (Field, 2013). Significant 
mediation can also be calculated using the Sobel (1982) test, which produces / 7-values (Fields,
2013). The entire data set was used to perform the mediation analysis as the sample sizes for each 
gender was too small to analyse separately (Field, 2013).
Figure 4 indicates that El significantly positively predicts intrinsic motivation {t = 6.912,/? < 
.001) and explains 18.9% of the variance in intrinsic motivation (for Table of results see Appendix 
7.5). Intrinsic motivation also significantly positively predicts frequency of PA (Z = 6.264, p  < 
.001) and explains 20.9% of the variance in frequency of PA.
6 = .027
[.019, .034
Emotional
Intrinsic
Motivation
CT
Direct effect, b= .005, [-.009, .019]
b = .72)
[.496, .951]
Frequency of
Physical
Indirect effect, b -  .019, 95% Cl [ 012, .029]
Figure 4: Mediation model (Hayes & Preacher, 2013).
El also significantly predicts frequency of PA when the mediator is not in the model (t = 
3.497, p  < .001), explaining 5.6% of the variance in frequency of PA. However, El does not
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significantly predict frequency of PA when intrinsic motivation is added to the model (f -  .707,/? > 
.05).
There was a significant indirect effect of El on frequency of PA through intrinsic 
motivation, b = .019 [.012, .029], with a medium effect size, K2 = .179 [.113, .252].6 The Sobel 
test also showed a significant indirect effect (p < .001).
Hypothesis 4: Extrinsic motivation will mediate the relationship between social comparison 
and PA.
A mediation analysis could not be computed as extrinsic motivation was not found to be 
significantly correlated with PA for either gender (p > .05).
Discussion
This section summarises the main findings concerning the relationship between emotional 
intelligence (El), motivation, physical activity (PA) behaviour and gender. These findings are then 
discussed in relation to previous research and their clinical implications and finally, the study’s 
principle limitations are highlighted with recommendations for future research.
Summary of main findings
The study found significant gender differences in PA behaviour and motivation (intrinsic
and extrinsic) but not in El and social comparison.
In both genders, PA behaviour, El and intrinsic motivation were significantly positively 
correlated; whereas extrinsic motivation was only significantly correlated with El, intrinsic 
motivation and social comparison (females only). Social comparison was positively correlated with 
El and intrinsic motivation in females; all other correlations with social comparison should be 
interpreted with caution as analyses indicated that there may not be a genuine effect.
El was more positively correlated with intrinsic than extrinsic motivation, these differences 
were significant in males. Females scoring higher in social comparison were more extrinsically
6 K2 can be equated to the values used for r-square: a small effect is > .01, a medium effect is > .09 and a large effect > 
.25 (Preacher & Kelly, 2011).
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than intrinsically motivated, whereas the opposite was true in males, though neither difference was 
significant.
Intrinsic motivation significantly mediated the relationship between El and frequency of PA. 
As social comparison was not significantly correlated with PA in either gender, mediation analysis 
was not possible.
Discussion of main findings 
Motivation and PA
Intrinsic motivation was significantly positively correlated with PA behaviour but extrinsic 
motivation was not. This is consistent with self-determination theory (Deci & Ryan, 2000) which 
asserts that intrinsic motivation is a positive predictor of PA behaviour, whereas extrinsic 
motivation either negatively predicts PA, or does not at all (Teixeira et al., 2012). Although this 
study’s cross-sectional design does not infer direction of causality, suggestions can be made, based 
on the theoretical principles of SDT and previous experimental research that proposes motivation 
determines PA behaviour (e.g., Ryan & Deci, 2000; Silva et al., 2010). Thus, participants high in 
intrinsic motivation in the current study could have been motivated by the inherent pleasure of 
engaging in PA (e.g., enjoyment, challenge motives etc.), which is more self-determined and likely 
to facilitate and sustain participation. Conversely, those that were motivated by the attainment of 
goals separate from the process of participation (e.g., weight and appearance motives), may have 
put pressure on themselves to engage in the behaviour. This has not been found to engender 
enjoyment or self-determination (Deci & Ryan, 2002) and these participants could have 
experienced feelings of guilt, shame and lowered self-esteem should they not meet their weight and 
appearance goals (e.g., de Bruin et al., 2009).
Intrinsic motivation also strongly correlated with extrinsic motivation in the present study. 
This implies that intrinsic and extrinsic motivation can coexist and that intrinsically motivated 
individuals are more likely to participate in PA, regardless of extrinsic motivation. This is 
incongruent with SDT, which asserts that the relationship between intrinsic and extrinsic motivation 
is interactive; when one increases, the other decreases (Deci et al., 1999). Extrinsic rewards (e.g., 
gaining social approval) are believed to undermine intrinsic motivation because exercising for 
external ‘rewards’ shifts an individual’s motivation from being internally to externally controlled 
(Deci et al., 1999). Findings from the present study appear more consistent with research that 
suggests the relationship is additive; higher intrinsic and extrinsic motivation increases motivation
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overall (e.g., Vlachopoulous et al., 2000). One possible explanation for this relationship is that high 
levels of intrinsic motivation and its associated feelings (e.g., pleasure and enjoyment) override the 
negative effects related to extrinsic motivation to sustain participation, through an ability to 
facilitate increased psychological functioning and/or manage extrinsic pressures (Vlachopoulous et 
al., 2000). As very few participants in this study were exclusively intrinsically or extrinsically 
motivated, it was not possible to compare only intrinsically motivated individuals with individuals 
high in both motivations, to calculate which one predicted higher PA participation. Nevertheless, 
this exposes possible weaknesses in SDT s conceptualisation of an intrinsic-extrinsic continuum 
and highlights the need for clarification concerning this relationship; this has important implications 
as to how motivation is understood and measured.
Motivation and gender
Gender differences in motivation were found by the present study and are consistent with
research in adolescent populations (e.g., Ingledew & Sullivan, 2001). For example, males were 
shown to be significantly more intrinsically than extrinsically motivated (e.g., higher in challenge 
and strength and endurance motives), whereas females were significantly more extrinsically than 
intrinsically motivated (e.g., higher in weight/appearance motives). If, according to the universality 
of SDT concepts, there are no gender differences in the effects of extrinsic and intrinsic motivation 
(Guerin et al., 2012), gender differences in inclination towards particular motivations could provide 
insight into why female PA participation is commonly reported to be lower than males (HSE, 
2012).
This age group is associated with numerous biological and social changes that have been 
indicated to increase the importance of physical appearance in matters of social relationships 
(Clément-Guillotin et al., 2012; Vilhjamsson & Kristjansdottir, 2003). For instance, adolescent 
females may feel pressured into attempting to acquire an ‘ultra-thin’ body shape to gain peer 
acceptance, which in turn, is associated with weight concerns, dieting and body dissatisfaction 
(Ahem et al., 2008; Strelan et al., 2003). This could explain why females in this study were more 
likely than males to report extrinsic participatory motives. Conversely, the perceived ideal male 
body-type favours strength, fitness and good health (Grossbard et al., 2009; Kilpatrick et al., 2005), 
which could explain why males in this study were more motivated by intrinsic-type motives.
Social comparison
Social comparison theory (Festinger, 1954) asserts that individuals with an increased 
tendency to socially compare are more likely to adopt the perceived behaviours and beliefs of peers 
if it is socially acceptable and rewarding. Studies have indicated that feeling accepted and
30
URN: 6198727
supported by one’s peers is a central concern of adolescents (Bukowski et al., 1993) and that peer 
social comparison positively predicts health-related behaviours such as increased exercise and 
alcohol use (e.g., Luszczynska et al., 2004; Sieving et al., 2000). However, the present study found 
no significant relationship between social comparison and PA behaviour in either gender. This may 
be more consistent with SDT and goal-orientation studies (Murcia et al., 2008; Kilpatrick et al., 
2003) which assert that motivation that is influenced by the behaviour of others, either to gain 
external reinforcement or avoid disapproval (e.g., from peers, family or teachers), will undermine 
autonomy and not facilitate PA behaviour. This was partially supported by the current study which 
found female social comparison scores more strongly correlated with extrinsic rather than intrinsic 
motivation and no correlation with PA behaviour. As no significant gender differences in social 
comparison scores were found, this may suggest a differential effect of social comparison with 
gender on motivation. For instance, females could have been more influenced by the negative 
aspects of social comparison, possibly due to an increased emphasis placed on appearance by 
female self-attractiveness evaluations (Jones, 2001), leading to comparatively more externally 
regulated motives (Luszczynska et al., 2004).
‘Questionable’ correlations were also found between social comparison and intrinsic 
motivation in both genders, suggesting caution should be used when interpreting these findings. 
Nevertheless, they highlight a possible complex interaction between social comparison, gender and 
motivation in young people.
Emotional intelligence
Trait El was significantly positively correlated with PA behaviour in both genders. These 
findings have been reported previously (Saklofske et al., 2007a, 2007b) but the underlying 
mechanisms of these associations have not been widely studied. Limited evidence provides several 
possible explanations for why high El individuals may participate more in PA, including: being 
more likely to choose adaptive coping strategies such as PA to manage stress and mood (Saklofske 
et ah, 2007a; Solanki & Lane, 2010), and that their increased optimism and positivity (Saklofske et 
al., 2007a, 2007b) may support the management of potential barriers to PA.
The present study also found El to be more strongly correlated with intrinsic than extrinsic 
motivation in both genders, supporting the first hypothesis. Thus, the relationship between El and 
PA may also be explained by the finding that emotionally intelligent individuals were more likely to 
be intrinsically motivated (Deci & Ryan, 2000). This was further supported by mediation analyses, 
which indicated that intrinsic motivation significantly mediated the relationship between El and PA, 
the third hypothesis. These relationships have not been investigated previously but El research
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suggests several possible mechanisms for them. Firstly, emotionally intelligent individuals have 
been found to report higher body satisfaction and self-esteem (Costarelli et ah, 2009; Markey & 
Vander Wal, 2007), suggesting that they may be less determined by body-related motives.
Secondly, El has been associated with increased optimism, positivity adaptability and 
improved interpersonal relationships (e.g., Akerjordet & Severinsson, 2007; Saklofske et al., 
2007b). These personality traits and interpersonal skills may satisfy an individual’s need for 
autonomy, enjoyment and social relatedness (Costarelli et al., 2009; Jackson, 2008), which SDT 
suggests are predictive of sustained intrinsic motives (Deci & Ryan, 2002). Thirdly, higher El 
individuals have been found to better regulate feelings of frustration and helplessness during 
challenging cognitive tasks so that these feelings did not interfere with performance (Schutte et al., 
2001). This suggests that, although El individuals may be higher in intrinsic and extrinsic 
motivation, they may be better able to manage the possible negative consequences of externally 
regulated motives (e.g., reduced autonomy and enjoyment) and sustain self-determination and
enjoyment in the activity.
Finally, social comparison in females was found to significantly correlate with extrinsic 
motivation and not PA, but more emotionally intelligent females were found to be more 
intrinsically than extrinsically motivated, with a higher tendency to socially compare and participate 
in PA. Although these interactions were not directly analysed, they indicate that El may predict 
increased intrinsic motives towards PA, regardless of the potential negative effects of social 
comparison and extrinsic motives. This is supported by previous research that indicates that higher 
El individuals are more aware of social pressures to engage in negative health-related behaviours 
and are better able to resist this pressure than their lower El peers (e.g., Ghee & Johnson, 2008).
Together, these findings indicate El to be an important mechanism in the relationship 
between intrinsic motivation and PA in young people. This may be beneficial to the development 
of more effective health promotion policies in schools as El can be taught effectively (Slaski & 
Cartwright, 2003). However, future research is needed to explore the direction of these 
relationships and the way in which they work. For example, the mediation analysis was not divided 
by gender, so it is unclear whether the same effect will be found in both males and females, which 
may impact the generalisability of the findings.
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Limitations and future directions 
Measurement o f theoretical constructs
Measuring PA behaviour through self-report is challenging (e.g., Livingstone, 2003) but the 
study’s approach had merit as it was brief, so likely to satisfy the completion threshold, and has 
been extensively used in adolescent populations (Wold, Aaro & Smith, 1994). However, single­
item measures cannot control for social desirability or participants’ ability to accurately and 
honestly recall relevant details (e.g., Corder et al., 2008). These issues need to be considered when 
extrapolating the present study’s findings. Future research is needed to replicate these findings, 
employing more objective measurement of PA (e.g., accelerometer), to add strength to any 
conclusions.
Markland and Ingledew (2007) argue that a sufficient number of EMI-2 subscales can be 
reliably categorised into ‘intrinsic’ and ‘extrinsic’ motivation measures, consistent with SDT, which 
was supported by this study’s factor analysis. However, one item from the EMI-2 ‘social 
recognition’ subscale (‘To compare my abilities with others’) was included in this study’s measure 
of ‘intrinsic’ motivation, but this subscale has been reported by several studies to moderately 
correlate with motives typically perceived to be either intrinsic (e.g., revitalisation, enjoyment and 
affiliation) or extrinsic (e.g., weight/appearance) (Markland & Ingledew, 1997; Ingledew et al., 
2009). This highlights difficulties in fully embedding EMI-2 subscales within SDT, perhaps 
limiting the interpretation of this study’s findings within a SDT framework (Markland & Ingledew, 
1997).
Furthermore, SDT divides extrinsic motivation into four regulations on a continuum of self- 
determination and research tends to group them into externally controlled regulations 
(‘ extemal/introj ected’) that negatively or do not correlate with PA, and internally controlled 
regulations (‘integrated/identified’) that positively predict PA (Teixeira et al., 2012). Integrated 
regulation is empirically difficult to separate from intrinsic motivation, with similar consequences 
on PA behaviour, and so is often grouped with it (e.g., Lonsdale et al., 2008; Tenenbaum et al., 
2012). EMI-2’s weight-management and appearance subscales can reliably predict externally 
controlled regulation (e.g., Ingledew & Markland, 2008) but, by not measuring behavioural 
regulations directly, it is not possible to confirm that these measures fully differentiate between 
internally and externally regulated behaviour; potentially impacting the validity of the study’s 
findings. This could provide an alternative explanation for the ‘additive’ relationship between 
intrinsic and extrinsic motivation observed by the present study: For participants high in both
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motivations, their extrinsic motivation may have been more internally than externally regulated 
(e.g., for weight-management motives - ‘I value losing weight because it is good for my health ). 
Replicating these findings using a behavioural regulation measure (e.g., BREQ-2; Markland & 
Toby, 2004) would help clarify the conceptual similarities and differences between participation
motives and behavioural regulations.
Evidence suggests that both genders are motivated to achieve an ideal weight and shape, but 
the majority of females report wanting to lose weight, whereas males appear equally divided in 
wanting to gain weight in comparison to wanting to lose weight (e.g., Fumham et al., 2002). 
Although many of this study’s extrinsic motivation measure items could be perceived as gender 
neutral (e.g., ‘to make me look better’), several items from the ‘weight management’ subscale could 
be perceived as biased towards females as they focus on weight loss (‘to help me bum calories ). 
This provides an alternative explanation as to why females were significantly more extrinsically 
motivated than males. However, gender differences in motives are well documented (Teixeira et 
al., 2012), so the possible impact of gender-bias may be minimal. Nevertheless, future studies may 
wish to replicate this study using a measure of behaviour regulation, such as BREQ-2 (Markland & 
Toby, 2004) which does not focus on the content of the motive (e.g., ‘to bum calories’) but rather 
the behavioural regulation (e.g., T exercise because others think I should’).
There are inconsistencies in the conceptualisation of El (ability vs. trait models) which has 
resulted in the development of El measures utilising different El dimensions and response formats 
(Gowing, 2001). This presents difficulties in reconciling the study’s findings with previous 
research. Future studies should examine associations between performance-EI, PA behaviour and 
motivation, as it may increase the significance of the associations found with Trait-EI.
Generalisation o f findings
The use of indirect and direct mediation analyses is a strength of the this study’s as they are 
reported to be stringent tests of mediation (Field, 2013). However, due to the cross-sectional 
design, causal directions of these relationships cannot be inferred and so any extrapolation of the 
results should be interpreted with caution. The direction of the study’s reported relationships are 
supported by experimental research (e.g., Silva et al., 2010; Silva et al., 2011), but it is possible that 
these relationships may work the other way around or be reciprocal. For example, increases in 
endorphin production following PA have been reported to increase mood, which in turn, may 
reinforce motivation to participate in the behaviour (e.g., Leith, 2002). Future research utilising 
longitudinal and experimental designs are needed to clarify the direction of causation to examine 
the relevance of these factors when designing health-promotion campaigns.
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Several large scale studies have demonstrated participatory motives to be similar across 
developed and non-developed counties (Grouzet et al., 2005; Kim et al., 2003). However, critics 
have questioned whether ‘autonomy’ is fundamental to directing human behaviour or whether its 
importance differs among cultures (Eisenberger & Cameron, 1999). This is supported by studies 
with adolescents that have reported predictors of PA, such as self-efficacy, to play different roles in 
different cultures (Wu et al., 2002). Thus, cultural differences may have important implications on 
the generalisation of the findings to other cultural environments.
Additionally due to targeting education in schools, participants in the present study were similar 
in age and because of practical constraints, the study was only conducted in a single school with a 
predominantly White British sample. As research has demonstrated age differences in level of El 
(Femandez-Berrocal et al., 2012) and type of motivation (Ingledew & Sullivan, 2002), further 
studies are needed to clarify whether the reported relationships are consistent across all ages and 
cultural backgrounds (Brockman et al., 2009).
Conclusions
This study explored the relationships between El, social comparison, gender, motivation and 
PA to inform the development of more effective health-promotion campaigns in schools. El was 
found to have a significant effect on the relationship between intrinsic motivation and PA. With 
further research, this could have important implications for school-based health promotion 
campaigns as El can be effectively taught in this age group (Slaski & Cartwright, 2003). Positive 
correlations were also found between social comparison and extrinsic motivation in females, 
suggesting a possible differential effect of social comparison and gender on motivation. This 
interaction is further complicated by the finding that high El individuals are more likely to socially 
compare. This may tentatively support previous research indicating El to play a role in supporting 
young people to make better health related decisions, regardless of the associated negative 
consequences of social pressures and other extrinsic motives (e.g., Ghee & Johnson, 2008).
Further research is needed to clarify the direction and generalisability of these relationships 
and the mechanisms by which they work. Studies may benefit from using more objective measures 
° f  FA, longitudinal and experimental designs, and a larger sample across different age groups. 
Although the study’s factor analysis supported previous research that participatory motives can be 
separated into two discrete factors (e.g., Ingledew & Markland, 2008), clarification is also needed 
regarding the theoretical and empirical conceptualisation and distinction between behavioural 
regulations and participatory motives. This would add strength to the present study’s findings and
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support the development of valid and reliable measures of motivation. Questions were also raised 
regarding whether intrinsic and extrinsic motivation are fully embedded within a self-determination 
continuum or whether motivation for a single behaviour is better understood as an amalgamation of 
internal and external motives that interact, and do not necessarily undermine each other.
In conclusion, the present study tentatively supports the original hypotheses that El and 
social comparison play a role in influencing an individual’s participatory motivations, which in 
turn, may impact the adoption of, and sustained engagement in, PA. Further research is needed to 
explore the directions and underlying mechanisms in these relationships because of their potential 
in developing more effective health-related interventions.
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Appendix 2: Letter Template Sent to Schools.
[Name]
Department of Psychology 
University of Surrey 
0785 1616 975
An Invitation for Your School to Take Part in Research 
Research Project: What Motivates Young People to Engage in Physical Activity?
Dear [School]
I am studying for my doctorate in Clinical Psychology at the University of Surrey and am 
undertaking a research project for my thesis and would like to invite your school to take part. I have 
outlined below what this would involve and attached a sample copy of the questionnaire so that you 
can make an informed decision as to whether you would support your pupils being involved in the 
project.
Background to the study:
The Health Survey for England (2008) suggests that less than 30% of young people engage in 
physical activity on a weekly basis and that this percentage drops in adolescence. The aim of the 
study is to increase current understanding regarding the factors that influence young peoples’ 
motivation to engage in physical activity i.e. sport and exercise.
Who will be asked to be in the project?
I am contacting a number of schools to invite students in Year 10 to take part in this research by 
completing a questionnaire.
Consent to take part:
The British Psychological Societies (BPS, 2010) guidelines for research state that consent from the 
school, young person (if under the age of 16) and parents is needed. Participants will be asked to 
tick a ‘consent’ box on the questionnaire to give their consent to taking part. Parental/guardian 
consent will be sought via letter.
How will the research be carried out?
I hope to distribute an information sheet, during tutor time, outlining the general aims of the study 
and also advising students on how to participate or withdraw from the study. Participants will be 
given time to ask any questions that they may have prior to the questionnaires being distributed. 
The questionnaire itself should take approximately 20 minutes to complete.
If students decline participation I would like to discuss with you what you would like them to do. 
One possible option may be for pupils to be asked to remain in the classroom and use the class for 
quiet study.
Once finished, participants will be asked to return the questionnaires to myself and will be given a 
debriefing sheet.
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What is required of the school?
It would be most helpful to have a teacher present within the classroom.
Confidentiality
The anonymity of the participants will be preserved. When I write up the research participating 
schools will not be named and no information will be collected from participants that would help 
identify them (e.g. name, address, school etc.). Any information provided will be kept strictly 
confidential and encrypted.
Are there any risks to participants involved in taking part in this study?
It is unlikely that the questionnaire will cause any harm or offense to participants. However, if a 
participant were to become upset whilst completing the questionnaire, they are able to withdraw 
from taking part at anytime. Written information concerning organisations that are available to 
support young people will also be provided.
I would be very grateful for your assistance with this research and I look forward to hearing from 
you concerning whether you and your school are able to participate. Should you have any questions 
please do not hesitate to contact either myself or my supervisor.
Yours sincerely,
[Name] (Principle researcher) [Name] (University supervisor)
[Address] [Contact Details]
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Appendix 3: Participants’ Information Sheet
UNIVERSITY OF
SURREY
An Invitation to Take Part in Research
Your school has been invited to take part in an exciting new research project that is being carried 
out by a trainee Clinical Psychologist from the University of Surrey. Below is some information to 
help you decide if you would like to take part.
You can also contact me or my University supervisor using the information below:
Researcher Supervisor
[Name, address, email] [Name, address, email]
Who am I?
My name is [name] and I am training to become a Clinical Psychologist. As part of my training I 
am doing some research and I would like to invite you to participate. Before you decide it is 
important that you understand what will be involved. This information sheet will give you more 
information about the project.
Why is the research being done?
Physical activity is important in not just improving your physical health, but also in improving your 
mood and overall wellbeing. Research suggests that being motivated to take part in physical 
activity is important in predicting actual physical activity. Therefore, it is important to investigate 
what motivates people to take part in physical activity and what factors can increase or decrease this 
motivation.
What will the questionnaire booklet ask me about?
The questionnaire booklet will ask you about your weekly physical activity routine, what motivates 
you to take part in physical activity and how you manage your emotions.
Who will be asked to be in the project?
I am visiting a number of schools to ask young people if they would like to take part. To take part 
you must be between 14 and 15 years old. A teacher from your school has said it is ok for me to 
come and ask you if you would like to take part in the research.
Confidentiality
Your school will not tell me your name and I will not ask or keep a record of it. This is so that your 
answers will be anonymous. Any information which you provide in the booklet will be kept strictly 
confidential.
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Do I have to take part?
No. It is your choice whether you want to take part or not and it will not affect your time at school 
either way.
How do I take part or let you know if I do not want to?
After everyone has finished reading this information sheet, you will be able to ask me any questions 
before you decide whether to take part. After this, each pupil will be given a questionnaire booklet. 
If you agree to take part, all you need to do is tick the ‘consent box’ on the front page, complete the 
booklet and give it back to me. By doing this I will know you agree to take part. Only I will see 
your answers and I will not be able to tell your questionnaire apart from anyone else’s.
If you do not want to take part please use the time for quiet study.
Could there be any problems for me if I take part?
I hope that you will find filling in the booklet interesting. You might learn something about yourself 
by answering the questions it contains. It is unlikely that thinking about how you see yourself and 
manage your emotions may be difficult or upsetting, but if you do feel upset when you are filling in 
the questionnaire you can stop and have a break and then continue or you can stop all together. I 
will give everyone written information of organisations that are available if you feel upset and want 
to talk to someone.
How will doing the research help?
By taking part in the research you will be helping me with my training. When your answers are put 
together with all the other participants I hope it will tell us something new and interesting about 
what motivates young people to take part in physical activity, which may in turn help campaigns to 
help young people get involved in physical activity. I will also write a report about this to help 
those who work with young people to understand what I have found out. No one will know that you 
have taken part. I will also send a short report to your school which you can read if you want to.
Thank you for reading this!
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Appendix 4: Questionnaire Booklet
UNIVERSITY OF
SURREY
Physical Activity Booklet
Participant number: 
Age:........... .............
Please circle: Female / Male
Consent to take part in the ‘Physical Activity’ study
I understand that I have been asked to participate in a research study and by ticking the box below, I 
am indicating my consent to take part in this study and have:
• Read the information sheet provided by the researcher and understood the aims of the 
study.
• Understood that participation in this study is voluntary and I have the right to withdraw 
at any time.
• No personal information (e.g., name, address) about me will be kept by the researcher 
other than that stated in the information section.
• The results of this study may be published at a later date.
Please tick in the box if you consent to take part in this study:
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About completing the questionnaire...
Thank you for choosing to take part! This questionnaire will ask you about the physical activity 
you do, how you see yourself and how you manage your emotions.
Physical Activity is defined as any activity that involves moving your body that uses energy, such 
as: aerobics, cycling, brisk walking, rowing, dancing, weight training, tennis, football, rugby and
softball.
There are no right or wrong answers to these questions, so please answer all the questions as 
honestly as possible as we want to know about your personal experiences.
My Physical Activity Routine
In answering this section, please think about the physical activity you do in your free time that does 
not include compulsory lessons at school. This could be during the day or in the evening, during
the week or at weekends.
In the past month, what types of physical activity have you participated in?
In the past month, on how many occasions in a week have you participated in any physical activity 
that was enough to get out of breath or sweat?..............................................................
In the past month, how many hours a week do you usually engage in physical activity in your free 
time that was enough to get out of breath or sweat?............................................................
Please estimate how long you have participated in regular physical activity for? (Please tick the 
appropriate box). 0 months
1 month - 6 months
6 months -1 year
1 -2  years
2 or more years
Please turn the page.
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Motivations to Engage in Physical Activity
Below are a number o f statements about the reasons people often give when asked why they engage 
in physical activity. Whether you currently take part in physical activity regularly or not, please 
read each statement carefully and indicate, by circling the appropriate number, whether or not 
each statement is true fo r  you personally, or would be true for you personally i f  you did engage in 
physical activity.
Please read each statement and circle a number 0, 1, 2, 3, 4 or 5 according to how strongly you feel 
that the statement reflects why you do/m ight engage in physical activity.
The rating scale is as follows:
0 = Not at all true for me
1 = Mostly not true for me
2 = Sometimes not true for me
3 = Sometimes true for me
4 = Mostly true for me
5 = Very true for me
No. Personally, I might engage in physical 
activity...
Not at all true for 
me
me - Very true for
1. To stay slim 0 1 2 3 4 5
2. To avoid ill-health 0 1 2 3 4 5
3. Because it makes me feel good 0 1 2 3 4 5
4. To help me look better 0 1 2 3 4 5
5. To show my worth to others 0 1 2 3 4 5
6. To give me space to think 0 1 2 3 4 5
7. To have a healthy body 0 1 2 3 4 5
8. To build up my strength 0 1 2 3 4 5
9. Because I enjoy the feeling of exerting myself 0 1 2 3 4 5
10. To spend time with friends 0 1 2 3 4 5
11. Because my doctor advised me to exercise 0 1 2 3 4 5
12. Because I like trying to win in physical 
activities
0 1 2 3 4 5
13. To stay/become more agile 0 1 2 3 4 5
14. To give me goals to work towards 0 1 2 3 4 5
15. To lose weight 0 1 2 3 4 5
16. To prevent health problems 0 1 2 3 4 5
17. Because I find exercise invigorating 0 1 2 3 4 5
18. To have a good body 0 1 2 3 4 5
19. To compare my abilities with other peoples’ 0 1 2 3 4 5
20. Because it helps to reduce tension 0 1 2 3 4 5
21. Because I want to maintain good health 0 1 2 3 4 5
22. To increase my endurance 0 1 2 3 4 5
23. Because I find exercising satisfying 0 1 2 3 4 5
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Personally, I might engage in physical 
activity...
Not at all true for me -Very true for me
24. To enjoy the social aspects of exercising 0 1 2 3 4 5
25. To help prevent an illness that runs in my 
family
0 1 2 3 4 5
26. Because I enjoy competing 0 1 2 3 4 5
27. To maintain flexibility 0 1 2 3 4 5
28. To give me personal challenges to face 0 1 2 3 4 5
29. To help control my weight 0 1 2 3 4 5
30. To avoid heart disease 0 1 2 3 4 5
31. To recharge my batteries 0 1 2 3 4 5
32. To improve my appearance 0 1 2 3 4 5
33. To gain recognition for my accomplishments 0 1 2 3 4 5
34. To help manage stress 0 1 2 3 4 5
35. To feel more healthy 0 1 2 3 4 5
36. To get stronger 0 1 2 3 4 5
37. For enjoyment of the experience of exercising 0 1 2 3 4 5
38. To have fun being active with other people 0 1 2 3 4 5
39. To help recover from an illness/injury 0 1 2 3 4 5
40. Because I enjoy physical competition 0 1 2 3 4 5
41. To stay/become flexible 0 1 2 3 4 5
42. To develop personal skills 0 1 2 3 4 5
43. Because exercise helps me to bum calories 0 1 2 3 4 5
44. To look more attractive 0 1 2 3 4 5
45. To accomplish things that others are 
incapable of
0 1 2 3 4 5
46. To release tension 0 1 2 3 4 5
47. To develop my muscles 0 1 2 3 4 5
48. Because I feel at my best when exercising 0 1 2 3 4 5
49. To make new friends 0 1 2 3 4 5
50. Because I find physical activities fun, 
especially when competition is involved
0 1 2 3 4 5
51. To measure myself against personal standards 0 1 2 3 4 5
Please turn the page.
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Understanding Emotions
Please read each statement and circle a number 1, 2, 3, 4 or 5 which best represents how much the 
statement applies to you.
The rating scale is as follows:
1 = Strongly Disagree
2 = Somewhat disagree
3 = Neither agree or disagree
4 = Somewhat agree
5 = Strongly agree
No. Question Strongly disagree 
agree
-  Strongly
1. I know when to speak about my personal 
problems to others
1 2 3 4 5
2. When I am faced with obstacles, I remember 
times I faced similar obstacles and overcame 
them
1 2 3 4 5
3. I expect that I will do well on most things I try 1 2 3 4 5
4. Other people find it easy to confide in me 1 2 3 4 5
5. I find it hard to understand the non-verbal 
messages of other people
1 2 3 4 5
6. Some of the major events of my life have led me 
to re-evaluate what is important and not 
important
1 2 3 4 5
7. When my mood changes, I see new possibilities 1 2 3 4 5
8. Emotions are one of the things that make my life 
worth living
1 2 3 4 5
9. I am aware of my emotions as I experience them 1 2 3 4 5
10. I expect good things to happen 1 2 3 4 5
11. I like to share my emotions with others 1 2 3 4 5
12. When I experience a positive emotion, I know 
how to make it last
1 2 3 4 5
13. I arrange events others enjoy 1 2 3 4 5
14. I seek out activities that make me happy 1 2 3 4 5
15. I am aware of the non-verbal messages I send to 
others
1 2 3 4 5
16. I present myself in a way that makes a good 
impression on others
1 2 3 4 5
17. When I am in a positive mood, solving problems 
is easy for me
1 2 3 4 5
18. By looking at their facial expressions, I 
recognize the emotions people are experiencing
1 2 3 4 5
19. I know why my emotions change 1 2 3 4 5
20. When I am in a positive mood, I am able to 
come up with new ideas
1 2 3 4 5
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No. Question Strongly disagree -  
agree
Strongly
21. I have control over my emotions 1 2 3 4 5
22. I easily recognize my emotions as I experience 
them
1 2 3 4 5
23. I motivate myself by imagining a good outcome 
to tasks I take on
1 2 3 4 5
24. I compliment others when they have done 
something well
1 2 3 4 5
25. I am aware of the non-verbal messages other 
people send
1 2 3 4 5
26. When another person tells me about an important 
event in his or her life, I almost feel as though I 
have experienced this event myself
1 2 3 4 5
27. When I feel a change in emotions, I tend to come 
up with new ideas
1 2 3 4 5
28. When I am faced with a challenge, I give up 
because I believe I will fail
1 2 3 4 5
29. I know what other people are feeling just by 
looking at them
1 2 3 4 5
30. I help other people feel better when they are 
down
1 2 3 4 5
31. I use good moods to help myself keep trying in 
the face of obstacles
1 2 3 4 5
32. I can tell how people are feeling by listening to 
the tone of their voice
1 2 3 4 5
33. It is difficult for me to understand why people 
feel the way they do
1 2 3 4 5
Please turn the page.
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Comparing with others
Most people compare themselves from time to time with others. For example, they may compare the 
way they feel, their opinions, their abilities, and/or their situation with those o f other people. There 
is nothing particularly ‘good’ or ‘bad’ about this type o f  comparison, and some people do it more 
than others. We would like to find  out how often you compare yourself with other people. To do 
that we would like you to read each statement and circle a number 1, 2, 3, 4 or 5 which best applies 
to you.
The rating scale is as follows:
1. = I disagree strongly
2. = I disagree
3. = I neither agree nor disagree
4. = I agree
5. = I agree strongly
No. Question Disagree strongly Agree strongly
1. I often compare myself with others with respect 
to what I have accomplished in life
1 2 3 4 5
2. If I want to learn more about something, I try to 
find out what others think about it
1 2 3 4 5
3. I always pay a lot of attention to how I do things 
compared with how others do things
1 2 3 4 5
4. I often compare how my loved ones (boy or 
girlfriend, family members, etc.) are doing with 
how others are doing
1 2 3 4 5
5. I always like to know what others in a similar 
situation would do
1 2 3 4 5
6. I am not the type of person who compares often 
with others
1 2 3 4 5
7. If I want to find out how well I have done 
something, I compare what I have done with 
how others have done
1 2 3 4 5
8. I often try to find out what others think who face 
similar problems as I face
1 2 3 4 5
9. I often like to talk with others about mutual 
opinions and experiences
1 2 3 4 5
10. I never consider my situation in life relative to 
that of other people
1 2 3 4 5
11. I often compare how I am doing socially (e.g., 
social skills, popularity) with other people
1 2 3 4 5
Thank you for completing this questionnaire!
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Appendix 5: Participant Debriefing Sheet
A study of motivation to engage in physical activity during adolescence
This study has investigated the relationship between motivation to engage in physical activity, 
emotional intelligence and social comparison. These factors can be defined as follows.
• Emotional Intelligence -  is an individual’s ability to identify, interpret, and manage 
their emotions and the emotions of those around them.
.  Social comparison theory - suggests that individuals naturally compare themselves to those 
around them to help evaluate their own opinions and abilities.
• Motivation to engage in physical activity - are the reasons why an individual might take part in
physical activity.
Physical activity is important in helping improve your physical and psychological health. Research 
suggests that motivation to take part in physical activity helps predict physical activity behaviour. 
Therefore, it is important to investigate what motivates individuals to take part in physical activity 
and what factors increase or decrease this motivation. So far, many factors have been found to 
affect motivation to engage in physical activity, including; enjoyment, socialising, to help reduce 
stress and as part of a healthy lifestyle. Research has also suggested that adolescents may be more 
likely to compare themselves to their peers which may also affect motivation to engage m physical 
activity. Emotional intelligence has also been found to help predict motivation to engage m 
physical activity and reduce the impact of peer pressure. Understanding the relationship between 
social comparisons and emotional intelligence and the effect that these factors may have on 
motivation to engage in physical activity can help inform decisions in how to best promote and 
engage young people in physical activity.
If taking part in this research has made you feel upset you may wish to talk to someone. You could 
talk to your form tutor or the school / college counsellor. If you feel very distressed you may need 
to contact your GP. You could also contact one of the following organisations for support by 
telephone or online via email:
• The Samaritans 08457 90 90 90 jo@samaritans.org
• Childline 0800 11 11 http://www.childline.org.uk
• Youth!Youth Helpline 020 8896 3675 http://www.youth2youth.co.uk
The following website also has information for young people on how to find out more about taking 
part in physical activities in your local area:
http://www.activesurrev.com/surrewouthgames
If you have any other questions about this research you can ask me today or alternatively you can 
contact me or my University supervisor using the information below.
Researcher Supervisor
[Name, address, email] [Name, address, email]
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Appendix 7: Supporting SPSS Output for Results Section 
Appendix 7.1. Histograms
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N um ber o f M onths/Y ears Participating in P h y sica l A ctivity
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Intrinsic M otivation M easure
Gender: Female
Intrinsic Motivation Measure
Intrinsic M otivation M easure
Gender: Male
Mean = 2.86 
Std. Dev. = .992
Intrinsic Motivation Measure
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E xtrinsic M otivation M easure
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15-
Total E m otional In telligence
Gender: Female
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Total Emotional Intelligence
Mean = 111.85 
Std. Dev. = 18.289 
N = 123
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Total E m otional Intelligence
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Total Emotional Intelligence
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Total S o c ia l C o m p a r iso n
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Mean = 36.39 
Std. Dev. = 6.72 
N = 84
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Appendix 7.2, Normality Tests
Statistical reliability tests: values o f  Skewness and Kurtis
Gender Scale Skewness
SE
Kurtis
SE
K-S
P
FEMALES PA Frequency .245 .218 -.829 .433 .000**
n = 123 Continuity of PA -.467 .218 -1.189 .433 .000**
Intrinsic Motives -.116 .218 -.913 .433 .015*
Extrinsic Motives -.461 .218 -.579 .433 .001**
SSEI -.324 .218 -.404 .433 .178
INCOM .095 .218 .006 .433 .547
MALES PA Frequency .628 .263 1.034 .520 .002*
n = 84 Continuity of PA -1.182 .263 .671 .520 .000**
Intrinsic Motives -.677 .263 -.277 .520 .002*
Extrinsic Motives .130 .263 -.779 .520 .105
SSEI .125 .263 .426 .520 .943
INCOM -.019 .263 .058 .520 .669
Note. *p<  .05, ** p  < .001. K-S - Kolmogorov-Smirnov test of Normality was used.
Appendix 7.3. Measure Reliability
Reliability o f measures using Cronbach’s Alpha tests, separated by gender.
Measure Subscale Females
a *
Males
a
EMI-2 Stress reduction a = .828 a = .846
Revitalisation a = .715 a = .761
Enjoyment a = .905 a = .874
Challenge a = .871 a = .791
Social aspects a = .801 a = .835
Affiliation a = .875 a = .864
Competence a = .928 a = .922
Health pressures a = .654 a = .635
Ill-health avoidance a = .815 a = .789
Positive health a = .777 a = .769
Weight management a = .867 a = .869
Appearance a = .882 a = .901
Strength Endurance a = .864 a = .834
Nimbleness a = .767 a = .803
SSEI ~ a = .917 a = .884
INCOM - a = .796 a = .810
Note. * Cronbach alpha values between 0.7 - 0.8 are viewed as ‘acceptable’; values substantially 
lower indicate an ‘unreliable’ scale (Kline, 1999).
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Appendix 7.4. Factor Analysis
KMO and Bartlett's Test
Test Value
Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .918
Approx. Chi-Square 8259.687
Bartlett's Test of Sphericity df 1275
Sig. .000*
Note. */? < .001.
Scree Plot
Scree Plot
20-
15-
C 10-
5 -
^ ^ >n n o oQQo u u ^ OClQOOOOOOQoooooo
■eooooooo0~
Component Number
Pattern Matrix
Scale item Factor
1 2 3
Motivation. 50 .909 -.075 -.206
Motivation.40 .885 -.005 -.218
Motivation. 2 6 .877 -.049 -.282
Motivation. 3 7 .798 -.070 .150
Motivation.23 .782 -.074 .054
Motivation.48 .772 .002 .115
Motivation. 12 .765 .034 -.212
Motivation. 3 8 .764 -.084 -.044
Motivation.51 .723 .080 .118
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Motivation.24 .711 -.080 -.061
Motivation.28 .679 .128 .016
Motivation. 9 .662 -.073 .233
Motivation.42 .662 .131 .060
Motivation.49 .648 -.013 -.017
Motivation. 19 .648 .083 .017
Motivation. 17 .646 .090 .170
Motivation.33* .575 .308 .068
Motivation. 14 .564 .152 .121
Motivation.45* .516 .321 .019
Motivation. 10 .552 -.115 -.087
Motivation.47 .550 .279 .240
Motivation.22 .549 .080 .163
Motivation.3 .546 .033 .182
Motivation.36 .490 .202 .218
Motivation. 13 .473 .376 .200
Motivation.27 .376 .367 .067
Motivation. 8 .343 .233 .323
Motivation. 5 .336 .157 .295
Motivation.32 .029 .912 -.071
Motivation.29 -.067 .854 -.011
Motivation.! -.156 .851 -.086
Motivation. 15 -.164 .840 .044
Motivation.44 .032 .830 -.086
Motivation.4 -.006 .809 .029
Motivation.43 .025 .769 .113
Motivation. 18 .215 .766 -.127
Motivation.3 5 .228 .487 .281
Motivation.41 .262 .476 .049
Motivation.2 -.081 .197 .693
Motivation. 16 -.032 .263 .635
Motivation.3 0 -.212 .353 .589
Motivation.25 .074 -.052 .555
Motivation. 3 4 .258 .067 .546
Motivation.20 .450 -.207 .496
Motivation.il -.140 -.124 .490
Motivation.46 .383 .067 .473
Motivation.31 .285 .212 .401
Motivation. 6 .266 -.060 .390
Motivation.39 .299 .073 .364
Motivation.? .175 .271 .333
Motivation.21 .193 .277 .311
Note. * Items 33 and 45 appear to load too highly onto nom lactors i anu a  emu wviv ----- -
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Component Correlation Matrix
Component 1 2 3
1 1.000 .293 .329
2 .293 1.000 .346
3 .329 .346 1.000
Appendix 7.5. Mediation Output
Indirect and direct effects mediation output (Hayes & Preacher, 2013)
Model Standardised
Correlation
Coefficient
b**
Standa
rd
Error
b
t P R 2
1 Predictor and mediator .027 
.019, .034
.004 6.912 .000* .189
2 Mediator and outcome .723 
.496, .951
.116 6.264 .000* .209
3 Predictor and outcome (with 
mediator)
.005
-.009, .019
.007 .707 .480 .209
4 Predictor and outcome .024 
.011, .038
.007 3.497 .001* .056
Note. * p <  .001. ** 1000 Bootstrap sample used, 95% CL
71
MAJOR RESEARCH PROJECT 
Proposai
URN: 6198727
Background
Physical activity improves long-term physiological and psychological health (Paluska & 
Schwenk, 2000). However, the Health Survey for England (HSE, 2008) indicates that on average, 
only 27% of children aged 4 to 15 (33% boys and 21% girls) meet the governments 
recommendations for physical activity. Engagement in physical activity significantly drops in 
adolescence, from 51% of boys aged 4 - 10 to only 7% of boys aged 11-15 meeting the government 
recommendations for physical activity (HSE, 2008); a similar pattern is observed in girls. This is 
concerning as 30% of children aged 2 - 15 are classed as overweight or obese (HSE, 2010). 
Therefore it is important to determine factors that may affect adolescents’ adherence to long-term 
physical activity to inform the development of programmes that aim to improve physical activity 
patterns and well-being cross the life span.
Motivation to engage in physical activity is reportedly the biggest predictor of physical 
activity (Teixeira et al., 2006). Research has identified numerous factors that affect this motivation 
and are divided into two main categories: intrinsic motivation (e.g., enjoyment / interest and 
competence motives) and extrinsic motivation (e.g., social and body-related motives) (Frederick & 
Ryan, 1993). Evidence suggests that intrinsic motives sustain progression and adherence to long­
term physical activity better than extrinsic motives which are linked with less effort and higher 
dropout rates (Teixeira et al., 2006). Gender differences have also been reported, with males 
demonstrating higher levels of motivation than women for competition and social recognition 
(Kilpatrick et al., 2005). Consequently, research has focused on determining factors that encourage 
intrinsic motivation in both males and females.
Social comparison has been reported to play a significant role in motivation to engage in 
health-promoting behaviours (e.g., Luszcynska et al., 2007). Social comparison theory (Festinger, 
1954) postulates that individuals compare their abilities and opinions to similar others to obtain a 
standard to compare themselves to and learn how to define the self. This theory also postulates 
that if discrepancies arise between the individual and comparison groups there is pressure to attain 
uniformity and reduce this difference by either attempting to persuade others or by changing their 
own views (Festinger, 1954). This may be particularly salient to school-aged children as evidence 
suggests that the tendency for social comparison increases in adolescence, particularly in girls 
(Krayer et al., 2008). This is supported by Luszcynska et al.’s (2007) study which found 
adolescents with a strong tendency to compare themselves with others were more motivated to 
engage in exercise. Additionally, goal orientation studies have suggested that social comparison 
may predict more extrinsic motives. For example, Ferrer-Caja and Weiss’ (2000) study suggests
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that the foremost predictor of intrinsic motivation to engage in physical activity is task orientation 
(feelings of competence not externally influenced, e.g., judgment is self-referenced) compared to 
performance orientation (feelings of competence assessed relative to peers).
Emotional intelligence (El) has also been found to be strongly correlated with motivation 
(Christie et ah, 2007). El is defined as the ability to identify, assess and control the emotions of 
oneself and of others. However, despite the volume of research into El, there is still disagreement 
regarding its conceptualisation and measurement (Heck & Oudsten, 2008). For example, 
performance measures require emotion-related problem items to be completed whereas self-report 
measures assess El as a dispositional tendency using questionnaires (Austin & Saklofske, 2005). 
However, it is generally agreed that the two models have core overlapping features (Ciarrochi et ah, 
2001) and due to practical difficulties relating to the time commitment required for participants to 
complete performance measures, most studies on El in health-related research use self-report 
measures (Saklofske et ah, 2007a).
El has also been suggested to have a direct or indirect role in facilitating multiple health- 
related behaviours. For example, several studies have reported higher levels of El to be positively 
correlated with exercise behaviour (e.g., Saklofske et ah, 2007b) and intrinsic motivation in athletes 
(Nunez et al., 2011). El has also been reported to moderate the relationship between perceived 
alcohol peer norms and alcohol use, indicating that individuals with higher El place less importance 
on peer behavioural norms (Ghee & Johnson, 2008). There is also a gender differences in El 
scores, with females scoring higher on some subscales of El measures (Ciarrochi et ah, 2001).
Rationale
The literature suggests that intrinsic motivation is the principal predictor of adherence to 
physical activity (Frederick & Ryan, 1993). Evidence suggests that level of El may increase 
intrinsic motives (Nunez et ah, 2011) and tendency towards social comparison may increase 
extrinsic motives (Ferrer-Caja & Weiss, 2000) to engage in physical activity. Preliminary evidence 
also suggests that El may moderate the relationship between social comparison and health-related 
behaviours (Ghee & Johnson, 2008). However, the relationship between El, social comparison and 
intrinsic and extrinsic motivation to engage in physical activity has not been investigated in either 
an adult or adolescent sample. This particular age group may also be of interest as research 
proposes that adolescence is a time of increased social comparison (Krayer et ah, 2008), suggesting 
that adolescents may be more vulnerable to extrinsic motives to engage in physical activity. These
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relationships may also be impacted by gender (e.g., Kilpatrick et al., 2005), which may help 
towards understanding the gender difference in engagement in physical activity (HSE, 2008).
Research questions
Does intrinsic and extrinsic motivation to engage in physical activity mediate the relationship 
between emotional intelligence and physical activity in adolescents? Does social comparison 
moderate the relationship between emotional intelligence and intrinsic and extrinsic motivation to 
engage in physical activity in adolescents?
Main hypotheses
1) El will be correlated with intrinsic and extrinsic motivation to engage in physical activity, 2) 
social comparison will be correlated with extrinsic motivation to engage in physical activity, 3) 
intrinsic motivation to engage in physical activity will mediate the relationship between El and 
physical activity (Proposal: Figure 1), 4) social comparison will moderate the relationship between 
El and extrinsic motivation to engage in physical activity (Proposal: Figure 1), and 5) there will be a 
gender difference in intrinsic and extrinsic motives to engage in physical activity, El, frequency of 
physical activity and social comparison.
Social
Comparison
Emotional Motivation Physical
Intelligence - Intrinsic Activity
- Extrinsic
Figure 1: Proposed moderation / mediation model (Hayes & Preacher, 2013).
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Method 
Participants
Participants will be recruited from 3-5 secondary schools within Surrey. Selected schools 
have already been approached and the researcher is awaiting a response. Participants will be 
selected from comprehensive or grammar schools as the pupils tend to have a broader range of 
social economic and cultural backgrounds which may be more representative of school-aged
adolescents.
Fritz and MacKinnon (2007) estimate that a sample size of 196 is sufficient to obtain a 
power of 80% to detect mediation at the 5% level using the Sobel test (Sobel, 1982). Green (1991) 
suggests that this sample size will be sufficient to obtain a power of 80% to detect a medium effect 
size at the 5% level using the simple slopes analysis (Aiken & West, 1991) to test for moderation. 
Ingledew and Sullivan (2002) distributed ‘motivation to exercise’ questionnaires in a school with a 
similar aged sample and reported a 97% response rate. Therefore, this study will aim to recruit 202 
participants to achieve Fritz and MacKinnon’s (2007) estimated sample size. It is not anticipated 
that schools will decline to take part in the study as the Department of Education (2009) has a 
responsibility to encourage adolescents to become more physically active. However, if there should 
be a problem with recruiting from schools, participants will be approached via snowballing
techniques and also through a community sample.
The majority of El and motivation research has been conducted in university populations 
(Martins et al., 2010). Evidence also suggests the tendency for social comparison increases in 
adolescence (Krayer et al., 2008) which may impact motivation to engage in physical activity 
(Ferrer-Caja & Weiss, 2000). Therefore, participants selected for this study will be aged between 
13 and 15 to understand whether previous findings apply to different age groups and also to better 
understand the impact adolescence may have on social comparison and motives to engage in 
physical activity. Participants will not be separated into age groups as research suggests there is 
little difference in El scores in adolescence (Ciarrochi et al., 2001). An equal number of males and 
females will be recruited as evidence suggests that there may be gender differences in motivation to 
engage in physical activity (Kilpatrick et al., 2005), social comparison (Frederick et al., 1993), 
physical activity (HSE, 2008) and El (Ciarrochi et al., 2001).
Consent
The British Psychological Society’s (BPS, 2010) code of Human Research Ethics state that
if the appropriate professional within the school perceives the research procedures to fall within the
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range of usual curriculum or other institutional activities, it is sufficient to gain consent from both 
the child (if under the age of 16) and the school. Additionally, if data is non-sensitive and 
anonymised-at-source, ticking a box is sufficient to gain consent. Therefore, consent will be gained 
from the schools and then from the participant by ticking the ‘consent to participate’ box in the 
questionnaire.
Inclusion and exclusion criteria
The exclusion criteria will not be stringent to ensure the student population is correctly 
represented. The study aims to focus on those who are able to engage in physical activity and so any 
participants who are unable to do this will be excluded. Participants unable to understand the 
content of the forms or answer questions relating to their emotional abilities will also be excluded as 
there is no means available to support these students to be able to engage with the questionnaire 
meaningfully.
Design
This study will use a cross-sectional correlation questionnaire design as it focuses on 
variables at one time point in a similar age group of participants, comparing males and females.
Measures
Participants will be given a questionnaire booklet which will contain a variety of outcome 
measures, based on the aims of the study. The introduction to this booklet contains information on 
how to answer the questionnaire and a definition of physical activity. The questionnaire takes 
approximately 30 minutes to complete.
Demographic data
Participants will be asked to report their gender and age.
Physical activity behaviour
Three open-ended questions will measure frequency of physical activity, duration and 
adherence. Research suggests that single-item measures of physical activity frequency possess 
adequate reliability and validity (e.g., Paxton et al., 1991; Milton et al., 2010).
Emotional intelligence
Schutte’s 33 item self-report Assessing Emotions Scale (AES; Schutte et al., 1998) requires 
participants to rate the extent to which they agree or disagree with each statement on a five-point 
Likert scale. This yields a total El score and four subscale scores, including: perception of
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emotions, managing self-relevant emotions, managing others emotions (or ‘social skills’) and 
utilising emotions (Ciarrochi et ah, 2002). This measure has been found to reliably measure El in 
adolescents aged between 13 and 18, suggesting that adolescents can reliably and validly report 
their own levels of El (Ciarrochi et ah, 2001). The internal reliability was acceptable for all domain 
scales {a = .65 to .90) in an adolescent sample (Ciarrochi et al., 2001).
Social comparison
Tendency to engage in social comparison will be measured by the 11 item self-report lowa- 
Netherlands Social Comparison Orientation Measure (INCOM; Gibbons & Buunk, 1999). The 
scale requires participants to rate the extent to which they agree or disagree with each statement on 
a five-point Likert scale, which yields a total score. The internal reliability is reported to be .80 in 
an adolescent sample (Luszcynska et al., 2007).
Motivation
The 51 item self-report Exercise Motivations Inventory version-2 (EMI-2; Markland & 
Ingledew, 1997) was selected as it comprises of a broad range of motives (14 subscales) to engage 
in physical activity, including: stress management, revitalisation, enjoyment, personal challenge, 
social recognition, affiliation, competition, health pressures, ill-health avoidance, positive health 
gain, weight management, appearance, strength and endurance and nimbleness. Participants rate 
the extent to which they agree or disagree with each statement on a five-point Likert scale. This 
inventory has been found to measure both sport and exercise motives reliably in an adolescent 
sample, with Cronbach alpha values of .85 and .70 respectively (Ingledew & Sullivan, 2002). 
Additionally, the subscales can be equally and reliably grouped into intrinsic and extrinsic 
motivation, with separate total scores (Kilpatrick et al., 2005).
Procedure
During scheduled class time, the researcher / teacher will distribute an information pack, 
outlining the purpose of the study and the participant’s right to withdraw at any time. Participants 
will only be informed of the general aims of the study so as to avoid bias and socially desirable 
responding. Time will be given for students to ask questions regarding the study before the
questionnaires are distributed.
The questionnaires will be distributed and completed under supervision of the teacher / 
researcher to ensure confidentially and to reduce conferring. Pupils participating in the study will 
be asked to complete the questionnaire as honestly as possible, without conferring with others. 
Pupils who decline to take part in the study will use the class for quiet study. All questionnaires
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will remain anonymous; participants will be assigned and identified only by a participant number. 
Once finished, participants will be asked to return the questionnaires to the teacher / researcher and 
will be given a debriefing sheet.
Proposed Data Analysis
Prior to analysis, data will be screened for accuracy and the presence of missing data.
Missing data from outcome measures will be replaced with the mean score for the specific subscale. 
Participants who skip more than 17% of any measure will be excluded from subsequent analysis 
due to insufficient data (e.g., Schutte et al., 1998).
Descriptive data will be presented using means (M), standard deviations (SD), standard 
errors (SE) or percentages (%) where appropriate. Analyses will be conducted using version 17.0 of 
the Statistical Package for Social Sciences (SPSS). Multiple regression analyses will be used to 
explore the relationships between the variables.
Ethics Process 
Ethics committee
Faculty of Arts and Human Sciences Ethics Committee, University o f Surrey.
Ethical considerations
In order to maintain confidentiality, no identifiable data (e.g., name and address) will be 
kept. Instead, each questionnaire will have a participant number. Any participant who wants their 
data to be withdrawn will need to quote their number. All electronic media containing participant 
data will be kept securely. Participants may not wish to take part in this study but may feel under 
pressure to do so when asked by a teacher or researcher. To prevent this, all participants will be 
given an information sheet that outlines the aims of the study, their right to not take part and 
assurance that all information will remain confidential before being asked to provide their consent 
to take part. Participants will also be encouraged to ask any questions they have about the study 
before completing the questionnaire. The topic of the study may raise some issues for participants, 
which may cause them to feel upset during the completion of the questionnaire. Therefore 
participants will be reminded that they can withdraw from the study at any time and will be given a 
debriefing sheet which will include the details of services that they can contact if  they wish to 
discuss these issues.
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Service user consultation
Service user consultation will be sort to ensure that the procedure and forms used are 
sensitive to the participants needs and worded in an appropriate manner.
Feasibly issues
There may be difficulties in finding sufficient eligible participants. A number of schools will 
be approached to increase the potential sample size. Schools may also feel reluctant to give consent 
for their pupils to take part in the research. They will be provided with a participant information 
sheet outlining the aims of the study, the risks involved and its potential benefits to their students, to 
enable them to come to an informed decision. Pupils may also feel reluctant to take part in the 
study because it may take up their personal time, may not be relevant to them or they may feel 
nervous about what they may be asked. They will be given an information sheet outlining the aims 
of the study and the relevance of its findings to them.
Participants may respond to the questions based on how they feel they would be expected to 
answer rather than being honest. Participants are asked, in the introduction to the questionnaire, to 
be as honest as possible and are reassured that the answers they provide will remain anonymous.
Dissemination Strategy
This project aims to increase understanding of the factors that may aid future physical health 
campaigns in schools and increase the literature around the use of El training programmes as part of 
the curriculum. A report will be completed and disseminated to each of the participating schools to 
be relayed to those involved. If possible, the results of study will be shared at a relevant 
conference, in the form of a poster or verbal presentation. Publication will also be sought.
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Table 1
Proposed study timetable
Year of 
Study
Time frame Task Completed?
Year 2 Jan - Sept Data collection: started 
Data collection: stopped
Year 3 Sept - Dec Write method
Dec - Jan Write results and discussion
End of Jan Submit first draft
Feb - April Amendments
April Submit MRP
June - Sept Prepare for VIVA and make necessary 
amendments
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Abstract
Objectives. Evidence suggests emotional intelligence (El) is an important predictor of 
physical health outcomes and recovery from physical illness. Research has started to investigate the 
mechanisms underlying these relationships. This review focuses on research investigating the 
moderating and mediating role of El in the relationship between psychological variables and 
physical health.
Design. An electronic database search was used to gather relevant articles using the search 
terms ‘emotional intelligence,’ ‘physical health,’ and ‘moderators’ OR ‘mediators.’ Ten relevant 
articles were found and reviewed.
Results. El was found to moderate and mediate the relationship between numerous 
psychological variables (e.g., health-related behaviours, stress, personality, appraisal of emotional 
states and locus of control) and physical health outcomes.
Conclusions /  Implications. This area of research is still explorative and the findings are 
mostly correlational. There is also a lack of research into the relationship between El and recovery 
from physical illness, especially in children. More research is needed within wider physical health 
contexts and age groups to develop our understanding of the processes by which El may affect 
physical health and recovery from physical illness. The review provides recommendations for 
future research.
Keywords: Emotional intelligence; Physical health; Moderator; Mediator; Psychological 
variables; Stress.
It is intended for this review to be submitted to the journal of Personality and Individual 
Differences as it has published a large proportion of literature relating to emotional intelligence, 
including the most recent meta-analyses on the relationship between emotional intelligence and 
health (Schutte et al., 2007; Martins et al., 2010).
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Introduction
‘Chronic’ physical illness is defined as a changed state of health that will not be alleviated 
by a simple surgical procedure or a short course of medical treatment (Miller, 1983). It is 
considered a negative life event, having a significant impact on psychosocial recovery and may 
increase an individual’s vulnerability to future health issues (Kessler, 1997). However, physical 
illness can affect people differently. Therefore it is important to identify factors that may protect 
people from the negative impact of physical illness and help those who may be at increased risk.
There is a considerable amount of literature that focuses on cognitive functioning and 
physical recovery in both adults and children (Stam et al., 2001). However, far less attention is 
paid to social and emotional functioning and recovery (Stam et al., 2001). Research into 
emotional intelligence (El) suggests that emotionally intelligent behaviour is adaptive and may 
increase resilience following negative life events (Armstrong et al., 2011). However, only a few 
studies have investigated the relationship between El and physical illness, despite preliminary 
evidence indicating that El may be associated with better adjustment to chronic illness in both adult 
and paediatric populations (e.g., Schmidt & Andrykowski, 2004). The majority of the research has 
focused on El and physical health in adults (Martins et al., 2010). Therefore, to gain a clearer 
understanding of the relationship between El and physical illness, it is necessary to broaden the 
search to include research focusing on the relationship between El and physical health. This 
research may provide important insights into the possible mechanisms underlying the relationship 
between El and physical illness and guide future research.
What is emotional intelligence?
Despite the volume of research into El, there is still disagreement regarding its 
conceptualisation and measurement (Heck & Oudsten, 2008). Petrides and Fumham (2001) suggest 
that existing conceptualisations of El can be classified into two principal models: ‘ability’ models 
and ‘trait’ models. Ability models conceptualise El as an intelligence system that drives the 
processing of emotional information, similarly to other traditionally defined intelligences, whereas 
trait models use a broader conception of intelligence; combining mental abilities with a wider range 
of personality characteristics (Mayer et al., 2000). However, it is generally agreed that the two 
models are more complementary than they are contradictory due to core overlapping features e.g., 
both models include mood perception, regulation, understanding and utilization (Ciarrochi et al., 
2001).
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Ability-based models
Mayer and Salovey’s (2000) El model has generated the largest published body of work in 
peer-reviewed journals and is considered to have a solid empirically supported theoretical base 
(Femandez-Berrocal & Extremera, 2006). The model consists of four main abilities: 1) to perceive 
and express emotion, 2) integrate emotion-related feelings, 3) understand the information of those 
emotions, and 4) to manage and reflect on them. The four abilities are organised into a hierarchical 
structure with perceiving emotion at the simplest level and managing emotions at the most complex 
level (Femandez-Berrocal & Extremera, 2006). As El is conceptualised as an intelligence system 
that focuses on the processing of emotional information, the assessment of El is based on 
performance or ability measures, similar to the assessment measures used to evaluate other 
intelligences (Femandez-Berrocal & Extremera, 2006).
Trait-based models
Bar-On’s (2000) trait model integrates personality, emotional, cognitive and social skills 
that influence an individuals’ ability to cope with pressures and environmental demands. The trait 
model encompasses four factors, 1) emotional skills (the ability to identify and express feelings), 2) 
wellbeing (a sense of well-being and high self-esteem), 3) self-control (the ability to regulate one’s 
emotions and manage external stress), and 4) social skills (the ability to assert oneself as well as to 
influence the emotions of others) (Femandez-Berrocal & Extremera, 2006). As this model 
conceptualises El as a trait, it is therefore measured using personality-like self-report questionnaires 
(Bar-On, 2000).
Measurement of emotional intelligence
Disagreements regarding E l’s conceptualisation have resulted in the development of El 
measures which vary in type and number of El dimensions used and response formats (Gowing, 
2001). Trait El is measured using self-report measures that assess typical performance and focus 
on ‘non-cognitive’ factors such as social skills, self-esteem and stress management (Heck & 
Oudsten, 2008). The most commonly used trait measures include the Emotional Quotient Inventory 
(EQ-I; Bar-On, 1997) and the Trait Emotional Intelligence Questionnaire (TEIQue; Petrides et al., 
2003).
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Both the EQ-I and the TEIQue have been reported to have high internal consistency and 
good validity in predicting health and adaptive coping strategies (Perez et al., 2005). However, a 
recent review of El measures (Conte, 2006) suggested that the EQ-I and TEIQue lack incremental 
predictive validity above the contribution of other predictors such as cognitive intelligence and 
personality dimensions (Dawda & Hart, 2000). Another criticism is the reliance on self-report 
measures that require individuals to make judgements about their own skills, which can be open to 
response dispositions (Brody, 2004). However, Mikolajczak et al. (2009) conducted a series of 
experimental studies using self-report measures of El (e.g., TEIQue) and found El remained 
significantly predictive of stress reports after controlling for social desirability.
In contrast, ability El measures assess maximal performance and an individuals’ perception 
of their emotional competencies (Petrides & Fumham, 2003). The main measure of Mayer and 
Salovey’s (2000) model is the Mayer-Salovey-Camso Emotional Intelligence Test (MSCEIT; 
Mayer et al., 2002) which is a performance based measure modelled on traditional intelligence tests, 
including the Wechsler Adult Intelligence Scale (WAIS-III; Kaufman & Lichtenberger, 1997) and 
General Mental Ability tests (e.g., Standford-Binet test; Thorndike & Lohman, 1990). The 
MSCEIT can be scored at three levels: 1) overall El score, reflecting a general level of El, 2) two 
area scores, experiencing El and strategic El, and 3) four branches scores that assess the four 
primary abilities of the Mayer and Salovey model (1997) (Extremera et al., 2006). The reliability of 
the total score of El has been found to be good, but the reliability of the two subscale scores 
(experiencing and strategic El) is poor (Palmer et al., 2005). Furthermore, although the MSCEIT 
has demonstrated good discriminate validity from personality measures (Brackett & Mayer, 2003), 
its incremental validity in predicting performance outcomes above that of cognitive ability measures 
is weak (Barchard, 2003).
In summary, while El measures have demonstrated adequate consistency reliability, there 
are still unresolved issues and much more critical work is needed (Conte, 2006). For example, trait 
El measures have satisfactory reliabilities, but load on to well-established personality dimensions 
(Dans & Ashkansay, 2003), whereas El ability measures are more distinct from personality 
dimensions, but have higher correlations with cognitive ability (van Rooy & Viswesvaran, 2004). 
This may lead to uncertainty for researchers when deciding which measures to use because this is 
not addressed within the literature. Additionally, differences in the assessment of El makes 
comparisons between studies difficult (Tandy, 2005). Studies have reported that self-report and 
performance based measures are only weakly correlated (r = .36) and differences in predictability 
have also been reported (e.g., Schutte et al., 1998). This raises questions as to whether ability and
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trait measures are measuring the same thing (Conte, 2005). These issues may have important 
implications for the reliability and validity of research using these measures.
Another limitation is the lack of El assessment tools developed for children (Haffey, 2007) 
despite research suggesting that children from a very young age can show and identify emotional 
responses in themselves and others (e.g., van Veldhuizen & Last, 1991; Ciarrochi et al., 2002). The 
majority of El measures for children use performance measures (e.g., face recognition; Cassidy et 
al., 1992). Only a few studies have adapted and evaluated self-report El measures for adolescents, 
for example, the self-report measure of El (SEI; Schutte et al., 1998). This measure has been found 
to reliably measure El in adolescents and suggests that adolescents can reliably and validly report 
their own levels of EL These findings remained even after controlling for self-esteem and trait 
anxiety, which potentially overlap with El (e.g., Ciarrochi et al., 2002). However, future research 
should continue to develop reliable and valid measures for children. This research should also 
investigate the development of El through childhood as it may contribute to resolving some of the 
uncertainties in the conceptualisation of El (Zeidner et al., 2003).
Therefore, there is still a need for the development of these measures to improve their 
discriminate, predictive and incremental validity in both adult and child populations (Conte, 2006). 
The development of valid measures of El is hindered by the vague theoretical development of El 
and varying content used, which also needs to be addressed.
Overview of Literature on Emotional Intelligence and Physical Health
Martins et al.’s (2010) recent meta-analysis found a significant relationship between El and 
physical health. This supports Taylor’s (2001) assertions that those who are emotionally intelligent 
can cope better with life’s challenges and control their emotions more effectively, both of which 
contribute to good physical health. However, of the 12 studies included in the meta-analysis, all 
were conducted with adult samples and none of these studies focused on physical illness or 
recovery.
To date, research suggests that the relationship between El and health is complex, with 
multiple factors involved. For example, studies have found associations between El and numerous 
health-related behaviours that carry significant short and long-term health risks, such as drinking, 
smoking, and exercising (e.g., Sturm, 2002; Tsaousis & Nikolaou, 2005). This was further 
supported by Trinidad and Johnson’s (2002) study which found a negative relationship between 
tobacco use and El in young adolescents, suggesting that the relationship between El and health- 
related behaviours in children may reflect that of adults. The findings also indicate that high El
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individuals are better able to manage their emotions and find healthier solutions that protect them 
from health risks. However, these findings are based on correlational findings and so caution 
should be taken when inferring a causal relationship. Longitudinal research is necessary to explore 
the long-term effects of El on the development of health and personal lifestyle in both adult and 
paediatric populations.
Trait models of El typically include stress7 management and adaptability as two major 
components (Bar-On, 1997). Physiological responses to stress result in the secretion of the stress 
hormone, cortisol (Sapolsky, 2000). The short-term effects of cortisol are to increase arousal and to 
defend against the body’s own stress reaction (Sapolsky, 2000). However, large increases in, and 
chronic exposure to the stress response, can damage many regulatory systems and over time lead to 
organ damage and disease (Sapolsky, 2000). Therefore, it is important to identify factors that may 
enable individuals to manage stress more effectively. A number of studies have found an 
association between El, stress and physical health in both adult and paediatric populations (e.g., 
Ciarrochi et al., 2002; Mikolajczak et al., 2006). For example, Meade et al.’s (2001) study found 
that the ability to identify, communicate and manage emotions led to a faster resolution of stress 
through being able to process the stressor and thereby reduce reports of physical illness in children 
(Meade et al., 2001). Stress management may be particularly relevant to a paediatric population as 
evidence suggests that chronic periods of stress may set the responsiveness of systems involved in 
the physiological stress response (Meaney et al., 1994). Studies using both adult and child 
populations have also shown that El can be successfully taught and learnt, leading to improvements 
on stress and well-being measures (McCraty et al., 1999; Slaski & Cartwright, 2003). This suggests 
that El training programmes in schools may be helpful in improving children’s ability to manage 
stress and also reduce responsiveness to stress in the future (Meade et al., 2001). However, the 
majority of this research has been performed in ‘healthy’ adult populations, where stress has been 
induced, rather than in those with existing physical illnesses. Longitudinal research is needed to 
investigate the possible causational relationship between El and stress and the long-term benefits of 
El training programmes on stress responses and physical health.
Theories about the relationship between stress and physical illness have focused on the role 
of individuals appraisals of their emotional states (Goldman et al., 1996). Several studies have 
demonstrated that individuals who can clearly perceive their emotional state and believe that they
7 ‘Stress’ concerns negative personal-environment relationships, cognitive appraisals and emotional response states 
(Lazaruz & Folkman, 1987).
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have the ability to repair8 their mood, are more likely to do so and in turn show lower levels of 
physiological response to stress (e.g., Salovey et al., 2002). Those who lack this ability are more 
likely to engage in rumination rather than attempt to repair their mood, prolonging the stress 
response and increasing risk to physical illness (Salovey et al., 2002). Therefore, appraisal could 
play an important role in the action an individual takes to manage their emotional state, which 
influences stress levels and physical health (Salovey et al., 2002). However, studies have also 
reported that avoiding or repressing feelings may sometimes be good for health, at least in the short 
term (Ciarrochi et al., 2002). Simpson et al. (1995) found that deliberately being unperceptive can 
be a useful strategy when dealing with stress, indicating that each El dimension may have a 
different relationship with physical health outcomes. Therefore, future research should also measure 
the contribution of each El dimension separately with other variables as some dimensions of El may 
not always be helpful.
Few studies have focused on the relationship between El and recovery from physical illness. 
However, several studies with women with breast cancer reported that El and high social 
constraints were negatively associated with trauma-related distress and predicted psychological 
adjustment (Cunningham, 2000; Schmidt & Andrykowski, 2004). This suggests that individuals 
high in El have a greater ability to identify negative emotions and repair their mood, leading to the 
successful emotional processing of the negative event (Creamer et al., 1992). Additionally, 
Haffey’s (2007) study with children with cancer, found that higher El scores predicted better overall 
adjustment and better functioning in terms of internalising and externalising behaviours (e.g., 
depression, somatic complaints and social problems) and stress management. Therefore, 
preliminary evidence suggests that high levels of El is associated with better adjustment to chronic 
illness in both adult and paediatric populations, through the emotional processing of the negative 
event. However, these studies were also correlational in design with small sample sizes due to the 
sensitive nature of conducting research within this population. Longitudinal research is needed 
involving larger sample sizes and a wider range of illnesses to determine if El effects adjustment to 
different illnesses in the same way.
Summary and key questions
There is now strong support for the association between El and physical health outcomes 
(Martins et al., 2010). A wide range of psychological variables have been implicated in this 
relationship, including: health-related behaviours, stress and appraisal of emotional states.
8 ‘Mood repair’ is defined as the ability to regulate emotional states (Salovey & Mayer, 1990).
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Research is now starting to focus on the underlying mechanism in this relationship (e.g., Sakolske 
et al., 2007), though no review has currently been published bringing these findings together. This 
review will endeavour to address this gap and focus on the moderating and mediating role ôf EL 
However, most of the El research focusing on physical health and illness is correlational and 
measures static physical health in adult populations rather than physical illness or recovery. This 
makes the findings difficult to apply to other health populations or age groups. This is within the 
context of much debate regarding El’s conceptualisation, leading to variances in theoretical models 
and ways of measuring El, making findings hard to compare. There is also disagreement as to 
whether El is distinct from other constructs such as cognitive intelligence (e.g., IQ) and personality 
dimensions (e.g., de Raad, 2005). Therefore, this literature review will broaden its focus to include 
research on the relationship between El and physical health in both adult and child populations. It 
will consider this within the context of conceptual disagreements regarding El as a discreet 
construct and existing El measuring methodology. The review also aims to expose areas where 
research is greatly needed and consider what directions it might take.
Method
Search strategy 
Databases
Five electronic psychological databases were reviewed including: Psychlnfo, ScienceDirect, 
Web of Knowledge, SciVerse and Scorpus (see Table 1 at end of Literature Review).
Search terms
An initial review of the literature using the terms ‘emotional intelligence’ and ‘health’ 
retrieved 581 journal articles. This was then limited to the terms ‘emotional intelligence’ and 
‘physical illness’ which retrieved five journal articles. The search terms were then broadened to 
‘emotional intelligence’ and ‘physical health’ which retrieved 42 journal articles (Psychlnfo). This 
was then limited to ‘emotional intelligence’ and ‘physical health’ and ‘moderators’ and / or 
‘mediators’ and 39 journal articles were retrieved. Other relevant articles, books and reviews 
containing related information were also searched for references to other relevant articles that were 
not found during the database searches. All articles were then read in greater depth and any that did
93
URN: 6198727
not meet the inclusion criteria were excluded. Following this, the total number of studies dropped 
from 39 to 10 (see Table 2 at end of Literature Review).
Search limits
Due to the relatively few studies available that met the search terms, it was not possible to 
be as strict with search limits (e.g., age and El measures used) which may impact the reliability and 
validity of the findings. The search limits included both paediatric and adult studies so as to gain an 
understanding of the relationship between El and physical health with different age groups. 
Interestingly, Martins et al.’s (2010) meta-analysis reported that age did not significantly impact the 
relationship between El and physical health, suggesting that findings could be applied to other age 
groups. Furthermore, as the majority of studies were conducted in countries outside the UK, no 
limit was placed on country of origin.
Inclusion and exclusion criteria
Any journal articles that did not match the search criteria or search limits were excluded. 
Additionally, as the aim of the literature review is to examine the moderating or mediating effect of 
El on the relationship between psychological variables and physical health, studies that did not 
perform mediating or moderating analyses (Baron & Kenny, 1986) with El on other variables were 
excluded.
Emotional intelligence
Variations in the conceptualisation of El has resulted in the development of El measures that 
vary in content (e.g., type and number of El dimensions) and response formats (Gowing, 2001), 
making comparisons between studies more difficult. However, due to the limited number of studies 
that fit the criteria and the broad number of measures used, both trait and ability type measures of 
El were included. Any El measures that were not found to be reliable or valid by Martins et al.’s 
(2010) meta-analysis were excluded to preserve data quality.
Physical health
A  large range of physical health outcomes have been measured across the literature, 
including ‘adjustment’ to physical illness, somatic complaints and biological responses to stress 
(e.g., cortisol secretion). This may have made comparisons between studies difficult but, due to the 
broad nature of ‘physical health,’ all physical health outcomes were included to gain as clearer a 
picture as possible of the relationship between El and physical health.
Definition of terms
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In statistics, mediation and moderation analyses aim to identify and explicate the 
mechanisms that underlie an observed relationship (Baron & Kenny, 1986).
A mediator variable explains the relationship between the predictor and the criterion 
variable (Baron & Kenny, 1986). Mediation analyses involve examining the relationships between 
the predictor and the criterion variables, between the predictor and the mediator variables and 
between the mediator and criterion variables (Baron & Kenny, 1986). These correlations should all 
be significant and the relationship between the predictor and criterion should be reduced after 
controlling for the relationship between the mediator and criterion variables (Baron & Kenny, 
1986).
A moderator variable affects the direction or strength of the relationship between an 
independent variable and a dependant variable (Baron & Kenny, 1986). A moderator effect is 
supported in a regression analysis when the interaction contributes significantly to the amount of 
variance, explained by the set of predictors beyond what is explained by the main effects of 
interaction (Baron & Kenny, 1986).
Characteristics of studies
A total of ten studies were included in the review (see Table 3 at end of Literature Review). 
All studies were conducted in an adult population because no studies conducted with a paediatric 
population matched the search criteria. The majority used an undergraduate population with ages 
ranging between 18-39 and were published between 1996-2009 in the USA (3), Belgium (2), UK 
(1), Canada (1) and Spain (1). A range of outcome measures were used, including trait measures 
(7) and ability El measures (3).
Results
Within the ten identified studies (see Table 3 at end of Literature Review), a wide variety of 
psychological variables have been explored, including: personality, locus of control, health-related 
behaviours, surface-acting and cognitive appraisal. Additionally, numerous physical health 
outcomes were measured including: somatic complaints, stress, work burnout and health-related 
behaviours that have a negative impact on physical health (e.g., Chrousos, 2000). As some of the
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psychological variables measured are similar, they have been grouped into the following categories: 
1) behavioural responses, 2) dispositional factors, and 3) physical responses.
Behavioural responses
The behavioural pathway has been relatively well documented, with studies reporting a 
strong association between level of El and multiple health-related behaviours (e.g., diet, exercise, 
smoking and alcohol use). However, only three studies have investigated the processes underlying 
this relationship (Saklofske et al., 2007; Ghee & Johnson, 2008; Willard, 2003), though all used El 
ability based measures, making the findings more comparable.
These studies suggest that El may moderate the relationship between health-related 
behaviours and physical health by increasing an individual’s ability to use self-control and resist 
peer pressure, resulting in healthier decisions that impact physical health. For example, Saklofske 
et al. (2007) investigated the relationship between El, personality, coping style, locus of control9 
and health-related behaviours (e.g., smoking status, exercise frequency, alcohol consumption and 
diet) in 364 undergraduates. El was found to mediate the relationship between personality and 
health-related behaviours. Additionally, Ghee and Johnson (2008) investigated the relationship 
between El and the attitudes of 242 undergraduates towards their usage of alcohol and drugs and 
their perceptions of their peers alcohol and drug use. Although El was not directly associated with 
alcohol use and frequency, multiple regression analyses suggested that El indirectly moderated the 
relationship between perceived alcohol peer norms and alcohol use. Additionally, there was a 
stronger correlation between these variables in individuals with lower El compared with their 
higher El counterparts. This indicates that individuals with higher El were more able to use self- 
control in their decisions regarding behavioural choices and placed less importance on peer 
behavioural norms.
However, Willard (2003) investigated the relationship between El and adherence to 
combination anti-retroviral therapy in 52 individuals with human immunodeficiency virus (HIV). 
Adherence was defined as not missing more than 10% of prescribed doses of medication as 90% 
adherence is necessary for adequate control of HIV. HIV is a disease that is related to strong 
emotions, which may impact a patient’s self-care management. Willard (2003) hypothesised that El 
may mediate an individual’s ability to manage these emotions and self-care, yet no correlation was
9 ‘Locus of control’ is the extent to which an individual perceives that they can control events that affect them (Wallston 
et al., 1978).
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found between El and adherence to medication. However, the El measure had not been used with 
this population before and only self-report adherence was measured. Interestingly, individuals 
with HIV scored lower overall on El measures compared to national norms. Future research 
should validate El measures in other populations (e.g., patients with HIV) and explore the 
relationship between El and the risk of contracting HIV.
Saklofske et al.’s (2007) study indicates an association between coping, locus of control and 
El, with El acting as a potential coping resource. Coping and locus of control scales were inter­
related and a factor analysis showed El and coping scales loaded onto the same higher order factor, 
which mediated the influence of personality on diet strategy and taking regular exercise. This links 
in with research that has found that locus of control can predict health-related behaviours (e.g., 
adherence) and also act as a moderator between coping and physical health (e.g., Folkman & 
Moskowitz, 2000). Therefore, although the research into the relationship between El, locus of 
control and coping is sparse, the results suggest that they may be interrelated and important 
determinants of health-related behaviours.
Although both Saklofske et al. (2007) and Ghee and Johnson’s (2008) studies had relatively 
large sample sizes, the participants were undergraduates aged between 20-24 years old. Therefore, 
these studies may not be truly representative of the general population. Also, these studies used 
self-report measures of health behaviours, which may have been subject to reporting bias (e.g., 
social desirability). Furthermore, Saklofske et al.’s (2007) study used a short-form coping scale 
questionnaire (CSQ; Roger et al., 1993), which had low reliability on two subscales (e.g., detached 
and avoidant coping), limiting the reliability of the findings, so the use of more objective behaviour 
measures in future research would be informative (Saklofske et al., 2007). Also, all of these studies 
were cross-sectional in design and so the use of longitudinal designs in future studies would provide 
further information on the underlying processes being investigated. There is a need for further 
research to directly investigate the relationship between El, locus of control and coping on health 
related behaviours, employing measures that are more objective within more representative 
populations to better understand the underlying mechanisms involved.
Dispositional factors
There has been increased interest in the role of dispositional variables and how they relate to 
the way individuals appraise and cope with health-related issues (Saklofske et al., 2007). Three 
studies have focused on such factors, including the appraisal of emotional states (Goldman et al., 
1996), personality and work locus of control (WLC) (Johnson & Holdsworth, 2009) and the surface
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strain relationship (Prati et al., 2009). Only Prati et al.’s study measured ability El, which may make 
comparing its findings to the other two studies more difficult as they may measure different El 
dimensions (Conte, 2006).
Appraisal o f emotional state
Goldman et al.’s (1996) prospective study, in a sample of 134 undergraduates, examined 
how an individual’s attitudes and beliefs about mood (e.g., whether to pay attention to mood and the 
perceived ability to identify and repair mood) affect illness and symptom reporting during times of 
stress. Under increasing levels of stress, it was found that individuals who believed that it was 
helpful to pay greater attention to mood were more likely to report physical symptoms. 
Additionally, individuals who reported engaging in mood repair were less likely to report physical 
illness than those who did not. This suggests that an individual’s manner of evaluating or 
appraising mood is an important moderator of the relationship between distress, illness and 
symptom reporting.
Personality and work locus o f control
Johnson and Holdsworth’s (2009) study was the first to investigate the relationship between 
self-reported trait El, WLC10, personality traits and physical health in a sample of 328 
undergraduates. El was found to predict WLC and El and WLC mediated the relationship between 
personality and physical health. However, El was found to be a stronger mediator than WLC of this 
relationship. This suggests that individuals with El may perceive themselves as having more 
control over workplace stressors and therefore may be more able to manage their emotional states 
more effectively. This may result in lower stress levels and consequently reduce the negative 
impact on physical health. These findings follow on from Saklofske et al.’s (2007) study which 
also reported that El and locus of control were strongly associated. However, Johnson and 
Holdsworth’s (2009) study demonstrated that El may be a stronger predictor of physical health than 
locus of control. Further research is required to examine this mediation effect in a larger population 
sample and within different contexts to determine if these findings can be generalised.
Surface acting -  strain relationship
Within the field of organisational psychology there is growing interest in ‘emotional labour’ 
(EL), defined as the planning, effort and control required to display organisationally desired 
emotions during social interactions (Hochschild, 1983). Two types of emotional labour strategies
10 ‘Work locus of control’ (WLC) is specific to perceived control over an individual’s work domain (Rotter, 1966).
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have been identified: deep acting (DA) (worker align inner feelings with expressions) and surface 
acting (SA) (worker portrays situationally appropriate emotions without changing felt emotions) 
(Hochschild, 1983). Although evidence suggests that both forms of acting are detrimental to 
physical health, SA has been found to be more harmful (Hochschild, 1983) and is associated with 
stress, burnout and self-alienation (e.g., Lewig & Dollard, 2003). SA has been suggested to be a 
form of emotional dissonance as it involves disconnection between a person’s feelings and those 
that are socially acceptable (e.g., Totterdell & Holman, 2003). This dissonance is a potential 
stressor for employees because of the physical and psychological effort or ‘emotional strain’ put on 
the employee (Prati et al., 2009).
Prati et al.’s (2009) study, amongst 550 employees, was the first to assess the moderating 
role of El on the relationship between SA and physical ‘strain’ (somatic complaints). El was found 
to moderate the relationship between SA and physical strain, suggesting that individuals with higher 
levels of El are better able to adapt and align their levels of emotional engagement with the 
emotional demands of the situation (Prati et al., 2009). This may reduce the impact of work 
stressors and therefore reduce physical strain (Prati et al., 2009). This is consistent with Beal et 
al.’s (2006) study which found those who experienced more positive emotions and have more 
positive self-evaluations were less likely to employ SA labour strategies. Additionally, Cote et al.’s 
(2006) study found that individuals with high El have a broader range of emotional regulation 
strategies and are more likely to choose the appropriate strategy than their lower El counterparts. 
This study however only examined two emotional labour strategies (SA and DA) which may not 
have been first or second choice for an individual of high El (Johnston & Spector, 2007). Future 
research should replicate this study and measure a greater variety of emotional labour strategies 
(Cote et al., 2006).
These preliminary studies suggest the importance of the appraisal of emotional states in the 
relationship between distress, illness and symptom reporting (Goldman et al., 1996). Furthermore, 
the evidence suggests a strong association between El and WLC in mediating the relationship 
between personality and physical health in a work environment (Johnson & Holdsworth, 2009). 
Prati et al.’s (2009) study also suggests that El may moderate the relationship between SA and 
strain by increasing an individual’s adaptability to the emotional demands of a work environment. 
This study also suggests that those with higher El may have a larger repertoire of labour strategies 
to deal effectively with work related demands rather than employing SA. However, these studies 
also used cross-sectional designs, self-report measures and ‘healthy’ samples. More in-depth 
research is therefore needed using more process-orientated, within person research methods and
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within different contexts, if we are to fully understand the mechanisms underlying these 
relationships and whether they can be generalised to other contexts.
Physical responses
Four studies focused on the moderating role of trait El on stress and physical health 
(Mikolajczak et ah, 2006; Mikolajczak et ah, 2007a, b; Mikolajczak & Luminet, 2008). Two of 
these studies found El to moderate subjective responses to a stressor in both laboratory and natural 
settings. For example, nurses with higher trait El scores reported lower levels of burnout and 
somatic complaints compared to nurses with lower El scores (Mikolajczak et al., 2007a). Similarly, 
Mikolajczak et al. (2006) prospective study, using 100 undergraduates, found that level of El 
moderated the relationship between stress and somatic complaints during an examination. This 
effect may be partly explained by the finding that participants with higher El appraised the 
examination situation as less ‘threatening’11 and perceived themselves to have higher self-control 
when confronted with a stressor compared to those with lower El (Mikolajczak et al., 2006). Again, 
these findings were correlational and it was unclear whether trait El directly influenced appraisals.
A subsequent study by Mikolajczak and Luminet (2008) explored whether trait El and self- 
control influenced the anticipation of stressful events and how these events were appraised. The 
findings supported previous studies that found them to be strongly associated (e.g., Johnson & 
Floldsworth., 2009; Saklofske et al., 2007). Higher trait El individuals tended to exhibit greater 
self-efficacy to cope and appraise the situations as a ‘challenge’12 rather than a ‘threat’ 
(Mikolajczak et al., 2006). Mikolajczak and Luminet’s (2008) study also found preliminary 
evidence that trait El moderates an individual’s cognitive appraisal of stressful situations and 
perceived ability to cope.
Mikolajczak et al.’s (2007b) study extended these findings and provided preliminary 
evidence that trait El moderates an individual’s subjective responses to stress and the reactivity of 
biological responses to stress. This study measured cortisol13 secretion in anticipation to a stressful
11 ‘Threat’ appraisal occurs when an individual appraises a situation as exceeding their own resources, therefore 
containing a potential loss (Tomaka et al., 1997)
12 ‘Challenge’ appraisal occurs when an individual appraises a situation as on taxing their resources but containing a 
potential gain (Tomaka et al., 1997)
13 ‘Cortisol’ is the most widely used indicator of stress in psychoendocrine research as it is considered a reliable, 
sensitive and objective indicator of hypothalamic-pituitary-adrenal axis activation (Dickerson & Kemeny, 2004; 
Mikolajczak et al., 2007).
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situation (exams). High El individuals secreted less cortisol in anticipation of the stressful 
condition than their low trait El peers. This indicates that individuals with lower El may appraise a 
stressor as more threatening than their higher El counterparts, leading to a higher stress response. 
This ‘anticipation’ effect is important because higher cortisol secretion in response to stressful 
events can result in increased anticipatory sensitivity of the stress response to future stressors (e.g., 
Schulkin et al., 2005). This may result in higher levels of cortisol being released long-term in those 
with lower El, which has negative implications for physical health (e.g., Chrousos, 2000).
These studies suggest that the ability to identify, communicate and manage emotions may 
lead to the faster resolution of stress, thereby reduce the risk of physical illness (e.g., Mikolajczak et 
al., 2007a). Additionally, El may moderate an individual’s cognitive appraisal of the stressful 
situation and their ability to cope, which may impact their subjective response to stress (e.g., 
Mikolajczak & Luminet, 2008). This moderating relationship may also be found at a biological 
level, with El reducing the level of cortisol released during the stress response, potentially 
protecting the individual from increased sensitivity to stress (Mikolajczak et al., 2007b). This 
‘anticipation’ effect may also increase an individual’s future sensitivity to stress, which may have 
life-long implications for physical health (Schulkin et al., 2005). However, these studies are 
exploratory and the processes underlying these relationships have been under researched, making 
conclusions difficult. Other limitations, including the predominant use of healthy non-smoking 
undergraduate samples, limit the findings and ignore other populations, such as individuals with 
chronic illness. Additionally, the majority of studies used self-report measures to assess stress, 
which may be subject to reporting bias, and other studies focused on a single stressor. Future 
research should replicate these studies using more reliable and valid measures (e.g., measuring 
cortisol to assess stress) and in different contexts (e.g., within different populations) so that their 
findings can be generalised.
Discussion
The main findings of the review support previous findings that El has a direct and indirect 
association with a number of psychological variables and physical health outcomes, giving 
important insights into the mechanisms underlying these relationships (e.g., Saklofske et al., 2007; 
Johnson & Holdsworth, 2009). The findings indicate that El may moderate or mediate factors that 
cause disease, moderate responses to stress, lead to behaviours that protect or diminish health, or
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may relate to the successful implementation of health-related coping strategies (Heck & Ousten, 
2008).
When interpreting these findings however, it is important to consider the inconsistencies in 
the conceptualisation of El (ability vs. trait models). This has led to numerous El measures varying 
in content and response format, making comparison between studies difficult (Conte, 2006). 
Additionally, although El measures have demonstrated adequate consistency reliability (Conte, 
2006), there is disagreement as to whether El is distinct from other intelligences and personality 
dimensions (Heck & Oudsten, 2008). This has important implications for any conclusions that can 
be drawn regarding the additional value of El on physical health outcomes over other variables, 
such as personality (Heck & Oudsten, 2008). Therefore, the boundaries between El and other 
constructs need to be made clearer so that accurate conclusions can be made regarding which 
factors affect physical health. Research also needs to clarify the conceptualisation of El as a trait or 
ability or to discern the strengths of each model and how they may individually contribute to the 
understanding of El. Understanding the strengths of each model may guide research in selecting 
which model of El may best fit different areas of research.
Summary of main findings
Findings from the review suggest El to be correlated with personality, coping style, health 
locus of control and health-related behaviours (Saklofske et al., 2007; Ghee & Johnson, 2008) but 
not adherence in patients with HIV (Willard, 2003). El and work locus of control (WLC) were 
found to moderate the relationship between health-related behaviours and physical health 
(Saklofske et al., 2007; Johnson & Holdsworth, 2009). El indirectly moderated the relationship 
between perceived alcohol peer norms and alcohol use (Ghee & Johnson, 2008). El factors were 
also found to load onto a higher order coping scale, which moderated the relationship between 
personality and health-related behaviours (Saklofske et al., 2007).
El was also found to moderate the relationship between subjective and biological (cortisol 
secretion) responses to stressors and physical health (Mikolajczak et al., 2006; Mikolajczak et al., 
2007b). This was partly explained by the moderating effect of trait El and self-control on the 
anticipation of stressful events and how these events were appraised (Mikolajczak et al., 2006; 
Mikolajczak & Luminet, 2008). Goldman et al. (1996) also reported that appraisal of emotional 
state and ability to repair this state moderated the relationship between physical illness and 
symptom reporting. El was also found to moderate the relationship between surface acting (SA) and 
physical strain in situations causing work stress (Prati et al., 2009).
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Discussion of main findings and recommendations
The ‘Health Behavioural Model’ (HBM; Smith, 2006) suggests that personality traits 
influence health-related behaviours in response to stress. For example, hostility has been associated 
with various negative health behaviours including smoking and risk taking (Smith et al., 2004). The 
findings from this review suggest that El and locus of control have additional predictive value 
within this relationship (see Figure 1, page 34).
For example, an interaction between El and locus of control and El and coping was found to 
moderate the relationship between personality, health-related behaviours and physical health. This 
suggests that El may increase an individual’s ability to manage emotions and levels of self-control 
to better engage in healthier behavioural solutions and resist peer pressure (Saklofske et al., 2007; 
Ghee & Johnson, 2008; Johnson & Holdsworth, 2009). El may also load onto coping factors to 
create a higher order factor that may mediate the influence of personality on an individual’s ability 
to cope with difficult situations and select appropriate behavioural solutions (Saklofske et al., 2007). 
However, there is little research directly examining the interaction between El, locus of control, 
personality and coping on physical health and the findings so far are mostly correlational. It would 
be premature to arrive at firm conclusions regarding the direction of the relationships and how 
much each variable influences the relationship between health-related behaviours and physical 
health.
The HBM (Smith, 2006; Figure 1) also includes ‘appraisal’ in this relationship, which has 
yet to be investigated with regards to El and health-related behaviours. Uncertainty as to whether or 
not El is a distinct construct from personality makes assumptions about the direction of these 
relationships difficult (Conte, 2006). Further research into these factors is therefore needed to 
clarify the boundaries between constructs and to increase our understanding of the underlying 
mechanisms involved. Understanding how these factors effect physical health may inform future 
campaigns aimed at improving an individual’s health-related behaviours (e.g., diet and exercise) 
which may have a long-term impact upon physical health outcomes (e.g., Sturm, 2002).
Smith (2006) also developed the ‘Interactional Stress Moderation’ model (ISM, Figure 2). 
This suggests that personality influences both the appraisal of and coping responses to potentially 
stressful events. This may in turn alter the physiological response to the stressful event, affecting 
the risk of physical illness (Smith, 2006). This is supported by numerous studies that have reported 
the moderating role of the evaluation process in the relationship between stress and physical health 
outcomes (e.g., Lazarus, 1990). The findings from this review are consistent with Smith’s (2006) 
ISM model, but also suggest that El and locus of control could act as moderators in the relationship
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between personality and appraisal on subjective and physiological responses to stressful events (see 
Figure 2, page 34). It was found that El may moderate an individual’s appraisal and efforts to 
repair their emotional state, which may reduce the emotional impact of a stressor (Mikolajczak et 
al., 2006; Mikolajczak et al., 2007b). Appraisal of a stressor was also found to moderate the 
relationship between distress and physical illness, depending upon whether it was perceived as a 
‘threat’ or ‘challenge’ (Goldman et al., 1996; Mikolajczak & Luminet, 2008).
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The findings from this review also suggest that El moderates not only an individual’s 
subjective response to stress, but also their reactivity of biological responses to stress through 
appraisal and coping. For example, individuals with lower El may find it harder to manage the 
emotional demands of the stressor, leading to increased and prolonged cortisol secretion 
(Mikolajczak et ah, 2007b). Although short episodes of cortisol secretion can be adaptive 
(Sapolsky, 2000), over-exposure to cortisol, for prolonged periods of time, can lead to immune 
dysfunction and an increased risk of cardiovascular disease (Chrousos, 2000). Prolonged cortisol 
secretion can also result in an increased sensitivity to stress from future stressors (Mikolajczak et 
al., 2007b). As studies have mainly focused on physical health outcomes following the induction of 
a stressor, it is unclear how much influence El might have in the long-term on these relationships. 
Future studies are needed to investigate the role of El on the relationship between psychological 
factors and physical health in the long-term to see whether these relationships change over time. 
These findings also reiterate the relationship between locus of control and El in perceived ability to 
cope with stressors and reporting of symptoms and illness. Future research should also measure 
differences in individuals’ appraisals of stressors, including chronic illness.
These findings also suggest that El and appraisal are important predictors of physical health 
in stressful situations (e.g., Goldman et al., 1996), though there is little research investigating the 
mechanisms underlying this relationship. Further research should investigate how El interacts with 
appraisal as this may have important implications for interventions focusing on helping people 
manage stress more effectively. These findings also highlight the importance of measuring attitudes 
and beliefs towards stressors in understanding how individual differences in El affect physical 
health.
Studies have found El to be less adaptive in some circumstances, for example, Ciarrochi et 
al. (2002) found that those who reported themselves better at managing emotions were found to be 
less sensitive to stress. However, individuals who were poor at perceiving their emotions were less 
sensitive to stress in the short-term. This aligns with the ‘insensitivity hypothesis’ which suggests 
that people with low emotional perception can successfully ignore or repress emotions in the short­
term, though this is less successful in prolonged periods of stress (Simpson et al., 1995). This 
indicates that it is important when measuring El to investigate the sub-dimensions of El 
individually before assuming that El may always be adaptive and that its dimensions affect other 
variables and outcomes in the same way. It also suggests that research into El as an adaptive 
coping strategy may be context specific and therefore research is needed to investigate El’s
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relationship to physical health in different populations and circumstances to increase understanding 
regarding when El is may be more adaptive.
Furthermore, findings from the review suggest that the relationship between El and physical 
health is complex and relates to a wide range of psychological outcomes, but have yet to be 
investigated together. Other studies have also suggested that El is moderated and / or mediated by 
other variables, including locus of control (Brown & Schutte, 2006). However, the literature is 
explorative thus far and there is a need to further investigate these complex interactions to increase 
understanding regarding the potential mechanism within this relationship and to update and broaden 
existing models of physical health (e.g., HBM; Smith, 2006).
The majority of these studies demonstrate only a reliable association because of the 
preponderance of cross-sectional designs within studies, making conclusions difficult. Findings 
need to be replicated using longitudinal designs so that conclusions about causation can be drawn. 
Additionally, the studies included in this review are mostly exploratory and rely mainly on student 
populations and static physical health measures (e.g., somatic complaints following a stressor). 
This makes it difficult to generalise these findings to other populations, including those with short­
term or chronic illness, trauma and other age groups. This may be due to this area of research being 
fairly new and to the ethical issues relating to research with children and individuals with chronic 
illness or following a trauma. This is unfortunate because research into El could potentially identify 
those who may be at increased risk of physical illness. Evidence also suggests that El can be taught 
and learnt, both in children and adults (e.g., Slaski & Cartwright, 2003; McCraty et al., 1999), 
which has implications for the development of interventions that could identify and increase El in 
those who may be at increased risk of physical illness or difficulties during recovery. The 
replication of research in different populations (e.g., chronically ill, trauma and paediatric) is 
therefore necessary to discern if findings may be effective in identifying those at increased risk to 
physical health issues or difficulty during recovery.
Conclusion
In conclusion, the results are encouraging regarding the value of El as a plausible predictor 
of physical health (Martins et al., 2010). Research is now starting to focus on identifying the 
psychological variables involved in this relationship and the mechanisms through which they 
interact and affect physical health (e.g., Saklofske et al., 2007). Thus far, research suggests El to 
have a moderating and mediating role in the relationship between numerous psychological variables 
and physical health (e.g., Mikolajczak et al., 2007a). However, these findings are explorative and
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mostly limited to particular populations using cross-sectional designs. Therefore, the findings are 
difficult to generalise to other populations, including those with physical illness and in different age 
groups who may benefit from this research (e.g., Schmidt & Andrykowski, 2004). Consequently, 
longitudinal research is needed, focusing on the mechanisms underlying these relationships and 
replicated with other populations and in different contexts, so that conclusions can be drawn. 
Furthermore, research is needed to clarify the conceptualisation of El in relation to other constructs 
and also as a trait or ability model to increase understanding of the individual contribution of El to 
physical health research.
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Literature Review Appendix: Table 2
Data extraction table.
Number Extraction Process Method Number of 
Papers
1 Articles relating to ‘health’ and 
‘emotional intelligence’
Database search 581
2 Excluded articles that did not measure 
‘physical health’
Database search 42
3 Excluded articles that did not include 
the terms ‘moderators’ or ‘mediators’
Database search 39
4 Excluded articles that did not measure 
‘physical health’
Scanned articles by hand 12
5 Excluded articles that did not focus on 
‘emotional intelligence’ as the 
‘moderator’ or ‘mediator’
Scanned articles by hand 11
6 Excluded articles that did not use 
recognised emotional intelligence 
measures
Scanned articles by hand 10
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SERVICE RELATED RESEARCH PROJECT
Adherence to assessment guidelines pre- and post- changes to the referral 
assessment system within an adult Community Mental Health Team
Service Related Research Project 120
U R N : 6198727
Abstract
Background. Evidence suggests that the comprehensive assessment of new referrals is vital 
to guiding appropriate and effective care (e.g. Bums, 2007). In light of this, the current community 
mental health team (CMHT) aimed to standardise information collected during the initial 
assessment of new referrals by changing its assessment procedure by introducing written 
assessment guidelines and forming a specialist ‘assessment team’.
Objective. This audit aims to assess whether changes to the CMHTs assessment procedure 
has increased adherence to the assessment guidelines of new referrals.
Method. 30 new referral assessments carried out pre- and post- changes to the assessment 
procedure were scored retrospectively against the written assessment guidelines using a specially 
created score sheet based on the guidelines criteria. This yielded a total score of ‘overall adherence’ 
for the pre- and post- groups, which were compared using an independent t-test. The guidelines 
were also divided into related sub-categories (e.g. ‘presenting problem’ and ‘risk’) and an 
independent t-test was employed to compare pre- and post-groups adherence scores to the sub­
categories criteria.
Setting. Data was collected from a CMHT providing specialist mental health care to an adult 
population (aged between 18 to 65).
Results. No significant difference was found between pre- and post-groups following 
changes to the assessment procedure in overall adherence to the assessment guidelines. Although 
there appears to be variation in adherence to sub-categories criteria pre- and post- changes, analysis 
of these disparities were not found to be significantly different.
Conclusion. The findings suggest that changes to the assessment procedure have not 
significantly changed information recorded at the initial assessment of new referrals. See full 
report for recommendations.
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Background
Community mental health teams (CMHTs) are an integral part of mental health services and 
aim to provide multidisciplinary care to people in the community (Bums, 2007). Several reviews 
suggest that CMHTs can lead to a reduction in inpatient admissions and suicide rates, increased 
service user engagement and are acceptable to service users (e.g., Malone et al., 2007).
One of the CMHTs main responsibilities is to assess the individual’s needs and suitability 
for the service, evaluate risk and safety, decide on initial treatment and plan the continuing care of 
those with longer-term difficulties (Department of Health, 2002). Therefore, the comprehensive 
assessment of new referrals is vital as unclear referrals can impact the amount of time it takes to 
process a referral and increase time taken to provide direct and appropriate care. However, barriers 
identified in assessing service users with severe mental health issues include; inadequate resources 
and limited time, the mental state during assessment and team differences regarding which illnesses 
need to be targeted and who should deliver care (e.g., Singh, 2000). These barriers can lead to 
ineffective care plans and fragmented services. Additionally, CMHTs have reported struggling to 
cope with the level of demand for mental health care which is suggested to affect their capacity to 
offer more comprehensive services (e.g., McEvoy et al., 2000).
Additionally, there is an increased emphasis on assessing and managing risk which increases 
the importance of carrying out coordinated risk assessments (NHS Executive, 1999). However, the 
definition of risk and guidelines for its assessment appear unclear (McEvoy et al., 2006). 
Additionally, studies suggest that clinician’s ability to predict risk in mental health settings can be 
poor (e.g., Pokomy, 1993) and so guidelines may be a useful tool in guiding the information 
recorded during the assessment.
Despite the importance of the assessment of new referrals, there has been little research 
evaluating the quality of CMHT assessments of new referrals and guidance on the type of 
information that should be gathered. Within the limited research, several reports have criticised 
CMHTs assessment of new referrals for being unstructured and subjective (e.g., Reed, 1999). For 
example, differences in criteria between team members for thresholds into the service have been 
found (McGuinness, 2004). Therefore, developing clear and concise guidelines for assessing new 
referrals is vital to standardise the quality of information recorded and to help staff agree on the 
most effective and appropriate course of treatment for the service user’s specific needs (Bums,
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2004). Formalised assessment procedures have also been suggested to help standardise referral 
thresholds and ensure that important assessment issues, such as risk, are covered (Bums, 2004). In 
response to this, the current adult CMHT developed written ‘guidelines for the assessment of new 
referrals’ (SRRP Appendix 1) which were introduced in May 2012. Although the CMHT were 
already meant to be collecting such data, the guidelines aim to clarify and standardise information 
recorded during the initial assessment. This information is then recorded in RiO15 under the 
relevant headings. Additionally, the CMHT piloted a new ‘assessment team’ during this time, 
consisting of 5 clinicians whose role is to assess all new CMHT referrals with the aim of increasing 
the efficiency and consistency of the assessment procedure.
Rationale
The Department of Health (DoH; 2000) acknowledges the need to quickly and accurately 
identify those with severe mental health issues and the comprehensive assessment of new referrals 
is an important part of this process. In addition, general practitioners (GPs) local to the CMHT 
recently made recommendations to standardise the assessment procedure and information provided 
in the assessment letters. In line with this, the current CMHT changed its assessment procedure and 
has not yet evaluated the effectiveness of this change.
Objectives
1. To evaluate the effectiveness of changes to the assessment procedure by comparing overall 
adherence to assessment guidelines pre- and post- introduction of the ‘assessment team’ and 
written assessment guidelines.
2. To evaluate whether changes to the assessment procedure have impacted adherence to the 
assessment guidelines sub-categories and identify any areas that may be poorly recorded.
3. To evaluate whether changes to the assessment procedure have impacted completion of the core 
assessment section.
4. To provide recommendations, if relevant, for how these areas could be improved.
15 RiO is an electronic patient records system used to record all health and social care assessments. 
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Method 
Setting
The National Health Service adult CMHT consists of a multidisciplinary team (including; a 
psychiatrist, occupational therapist, social worker, psychiatric nurse and clinical psychologist) who 
provide specialist mental health services to people experiencing severe and complex difficulties and 
their carers. Most service users are referred by their GP, but other services may also refer. 
Following referral, an initial assessment appointment is arranged with the service user to assess 
their needs.
Assessments are carried out mainly in the outpatient clinic or in the service user’s home. 
The assessment appointment usually takes an hour, although can require more than one consultation 
to complete. Information gathered is then documented in RiO under the appropriate headings (e.g. 
core assessment16, risk information and care planning) for ease of retrieval and sharing of 
information. A letter is then sent to the referrer to confirm that the service user has been seen and to 
outline what action has been taken.
Before May 2012, new referrals were assessed by a member of the CMHT (comprising of 
20 clinicians; usually a social worker, psychiatric nurse or occupational therapist). Post May 2012, 
the team were split into two; ‘assessment and brief intervention team’ and ‘recovery team.’ The 
new assessment and brief intervention team, comprising of five social workers, were given written 
assessment guidelines and are now responsible for assessing and documenting all new referrals.
Although all information outlined by the guidelines is required to be collected, the 
guidelines can be grouped into sub-categories of similar information, for example; ‘presenting 
situation,’ ‘family history’ and care planning’ (see SRRP Appendix 2). Most of these sub-categories 
are similar to the RiO headings to help clinicians identify where information is meant to be recorded 
within RiO.
Data sources
Data was gathered from service users RiO notes and a list of service user’s names was 
obtained from the referral records. 15 referrals to the CMHT between January and March 2012 and
16 The ‘core assessment’ provides an overview of information collected during all the health and social care assessments 
to aid ease of retrieval and sharing of information.
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15 referrals following changes to the assessment procedure between June and August 2012 were 
selected. The referrals were selected at random to reduce the possibility of having an 
unrepresentative sample.
All data collection took place within the CMHT and no identifiable service user or staff data 
was collected, in line with the trusts confidentiality polices.
Procedure
The written guidelines criteria were presented in table format to aid scoring (see SRRP 
Appendix 2) and referral notes were scored against this. For each piece of information recorded 
that met the guidelines criteria, a single point was awarded. No point was given for information 
outlined by the guidelines that was not recorded. Individual scores were then summed up to give an 
‘overall adherence’ score out of 45. The larger the score, the greater the adherence to the 
guidelines. Total scores were also calculated for the sub-categories within the guidelines, yielding 
‘sub-category scores.’ Data was analysed using SPSS (v.20).
Before data collection, several of the clinicians’ assessments were independently scored by 
two researchers and then compared against one another to ensure uniformity in the scoring to 
increase reliability.
The information included in this report will be fed back to the CMHT during a team meeting 
in November 2012.
Results
To calculate overall adherence to the assessment guidelines, total adherence scores were 
used to calculate the mean score (total number of points/ number of people in group), standard 
deviations and mean percentages (number of points/ total points xlOO) for both pre- and post­
groups (SRRP: table 1).
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Table 1
Means (M), standard deviations (Std) and percentage (%) ofpre- and post- groups ’ adherence to 
the guidelines and completion o f the core assessment section in RiO.
Group Overall adherence score 
(out of 45) to guidelines
Percentage (%) of 
adherence to guidelines
Total no. of 
clinicians who 
completed core 
assessment
#  M Std. Range % Std. %
Range
No Yes
Pre-group 15 32.93 8.71 10.00- 54.89 14.51 16.67- 4 11
44.00 73.33
Post-group 15 32.33 7.37 21.00- 53.89 12.29 35.00- 8 7
44.00 73.33
On average it was found that both groups combined adhered to 54% of the assessment 
guidelines (SRRP: figure 1). The results suggest that there is little clinical difference in overall 
adherence percentage scores pre- and post-changes to the assessment guidelines (55% and 54% 
respectively). The results also suggest that there is a wide range in overall adherence percentage 
scores for both the pre-and post-groups (17-73% and 35-73% respectively).
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Mean = 54.3887 
Std. Dev. = 13.22063 
N = 30
20 40 60 80
Percentage of overall adherence to guidelines (%)
Figure 1: Percentage (%) adherence to assessment guidelines for both pre- and post- groups
An independent t-test was employed to calculate whether there was a significant difference 
between the pre- and post-groups in overall adherence to the assessment guidelines as the dependant 
variable is normally distributed within each group and participants in the pre- and post-group were 
independent of one another due to staff changes. No significant difference was found between the 
pre- and post-group means on overall adherence to the assessment guidelines (t(28) = 2.04, p  > .05).
The results also suggest that the average percentage of clinicians completing the core 
assessment section in RiO was higher in the pre-group (73%) than the post-group (47%). However, 
an independent t-test showed this difference to be non-significant (t(28) = 1.50, p  > .05).
Total scores and percentages were also calculated for adherence to the guidelines sub­
categories (SRRP: table 2).
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Table 2
Percentage (%>) completion o f sub-categories o f the assessment guidelines
Sub-categories of 
assessment guidelines
Average total 
pre- scores (%)
Average total 
post-scores (%) Difference between 
average total post- and 
pre- scores (%)
Presenting situation 86.67 90.48 3.81
Mental health history 80.00 66.67 -13.33
Physical health history 60.00 60.00 .00
Family history 83.33 80.00 - 3.33
Personal history 63.33 59.17 -4.16
Social history 78.33 85.00 6.67
Forensic history 53.33 53.33 .00
Substance and alcohol 85.00 81.67 -3.33
Mental State Examination 86.67 86.67 .00
Physical health assessment 53.33 46.67 - 6.66
Risk assessment 93.33 86.67 - 6.66
HoNOS assessment tool 80.00 80.00 .00
Clustering 86.67 73.33 -13.34
Social inclusion 60.00 46.67 -13.33
Formulation / summary 33.33 66.67 33.34
Care-plan 93.33 93.33 .00
Adherence to the guidelines sub-categories between groups was quite similar, though both 
groups completed some categories more consistently than others (figure 2). Averaging the overall 
sub-category scores for both groups, the most routinely completed sub-categories include; care- 
planning (93%), risk assessment (90%), presenting situation (89%), mental state-examination 
(87%), substance misuse (83%) and family history (82%). The categories that were least routinely 
completed for both groups included; personal history (61%), forensic history (53%), physical health 
history (50%) and physical health assessment (50%). Additionally, following the assessment 
procedure changes, the formulation / summary category had the largest improvement in adherence
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scores (mean increase of 33%). However, the sub-categories that had the largest decrease in 
adherence scores post-assessment changes were; mental health history, social inclusion and 
clustering (all had mean decrease of 13%).
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Figure 2: A line graph to illusrtate the differences between the groups in adherence to the sub­
category guidelines.
An independent t-test was conducted to ascertain whether there was a significant difference 
between the pre- and post-groups sub-category scores for ‘formulation / summary.’ No significant 
difference was found between groups pre- and post-changes to the assessment procedure (t(28) = - 
1.87,p > . 05).
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Discussion
The proper completion of the assessment of new referrals is vital to assessing a service 
user’s needs, the appropriate course of treatment and risk to self and others (Burns, 2007). In light 
of this, comprehensive written guidelines for the assessment of new referrals were introduced by the 
CMHT to guide a newly formed ‘assessment team.’
The results suggest that clinicians pre- and post-changes to the assessment procedure 
recorded just over half of the information recommended by the written guidelines. The results also 
suggest that following changes to the assessment procedure, there have been no significant changes 
in overall adherence to the guidelines. This is potentially concerning as important information may 
be missed, which may affect the appropriateness of care offered (McGuinness, 2004). These 
findings are also contrary to suggestions that formalised guidelines help to standardise assessments 
(e.g., Bums, 2004). This is also of interest as some evidence suggests unstandardised assessments 
may lead to differences in criteria between team members for thresholds into the service 
(McGuinness, 2004).
Although no significant differences were also found between sub-categories adherence 
scores pre- and post-changes to the assessment procedures, the results suggest that some sub­
categories were completed more routinely than others for both groups. Of note, the categories 
‘mental health history’ and ‘personal history’ were completed less frequently than categories such 
as ‘care planning’ and ‘risk’ post-changes to the assessment procedure. This could be of concern as 
information such as previous experiences of mental health issues could provide important insight 
into factors that may precipitate or maintain an individual’s difficulties, which could help guide 
appropriate treatment (e.g., Simon, 2000).
However, the assessment team is newly implemented and still working through changes to 
their job roles, which may have affected adherence to the guidelines. It may be helpful to measure 
change in adherence again once the team is more established. Completion of these sections may 
also be limited by factors such as service users’ insight into their mental state or difficulty in 
recalling previous events when unwell (e.g., Singh, 2000). Therefore, if possible or beneficial, it 
may be helpful to incorporate carers’ and families information during / before the assessment to 
help collect more comprehensive information (e.g.. Bums, 2007).
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In addition, although formalised assessment guidelines are helpful in standardising 
information recorded, early feedback from users of NHS direct and local crisis lines indicates that 
service users dislike highly structured questioning as find too many questions intrusive and want to 
be able to tell their story (Bums, 2004). Therefore, there is a difficult balance between collecting 
comprehensive information under time pressure and developing a rapport to avoid alienating those 
who may benefit from the service. Therefore, it may be helpful for duty workers to use a pre­
screening questionnaire / telephone call or to extend the assessment appointment to help facilitate 
adherence to the assessment guidelines.
Although there was also no significant difference between the pre- and post-groups in 
completing the core assessment section in RiO, post changes to the assessment guidelines showed 
that there was a reduction in the completion of this RiO section. Trust guidelines advise that this 
section should be completed to increase ease of retrieval and sharing of data. However, due to the 
number of sections that RiO contains it is possible that clinicians may be time limited in how many 
of the sections they can complete and may feel that some sections are repetitious. This is reflected 
in studies that have reported that healthcare workers in CMHTs report experiencing increasingly 
high and demanding workloads and feel they have limited time and decreasing resources to cope 
with this (e.g., Onyett et al., 1997). Consequently, it may be helpful for staff to have clarification 
on the sections that are the most important to fill in or be allocated more time to complete these. 
Additionally, a second audit that aims to discuss with the team the difficulties they may experience 
in adhering to the guidelines may be beneficial in developing ways to support the team and facilitate 
adherence.
Limitations
Due to delays in setting up the assessment team it was not possible to collect more than 30 
suitable referrals overall, which may have reduced the representativeness and power of the analyses. 
Additionally, although the scoring was initially checked for consistency, the majority of the data 
was based on one researcher’s interpretation of the assessments. Therefore future audits should 
employ several researchers to independently score the results to increase reliability using a larger 
sample size.
It is also possible that information not recorded in RiO may have been asked by the assessor 
but not answered / known by the service user, which could affect the accuracy of scoring the
Service Related Research Project 131
U R N : 6198727
assessment notes. In this case it may be helpful for clinicians to record the questions that were not 
answered to contribute to understanding of why this information has not been included.
In addition, an independent t-test was employed and therefore differences between the 
groups may not just be due to changes the assessment procedure, but also due to other variables 
such as individual differences between the participants. Therefore, it may be difficult to draw 
conclusions regarding why there were no significant differences between the groups.
Conclusions
It appears that changes to the assessment procedure have not increased overall adherence to 
the guidelines. The results also suggest that there are variations in completion of the sub-categories 
of the guidelines for both groups. Evidence suggests that comprehensive assessments are vital in 
the guidance of appropriate care (e.g. Bums, 2007), and therefore suggestions have been made 
within the discussion on how adherence could be improved and further audited.
However, these results should be viewed both at a service user level (e.g. cooperation of the 
service user and family / carers and insight into difficulties), service level (e.g. period of adjustment 
to the revision of job roles and increases in caseload) and at an organisational level (e.g. reduction 
of available resources and possible limitations of RiO). These factors combined may have an 
impact on the assessment teams’ ability to adhere to assessment guidelines. Therefore, it may be 
helpful to organise further training on the assessment guidelines and also a meeting with the 
assessment team to discuss the potential challenges involved during assessments and consider 
possible solutions for these. Following this, another audit may be helpful in establishing whether 
this has been helpful in increasing adherence to the guidelines.
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SRRP Appendix 1: Service guidelines for the assessment of new referrals.
1. Presenting situation.
(Include - onset, duration and functional impact; precipitating factors e.g. Life events, 
social stresses, medication changes symptoms o f  depression, psychosis, mania, Current 
interventions including medication and other services, Views o f appropriate carers)
2. Mental health history.
(Include episodes o f  previous illnesses, admissions, interventions and response)
3. Physical health history
(Include medical history, known physical conditions and treatment, past operations, 
health concerns)
4. Family history
(Include information on parents and siblings, their personalities and relationships)
5. Personal history
(Include birth and development, childhood, schooling, work record, personal and 
sexual relationships, past personality, religious faith, interests, impairments and 
disabilities
6. Social history
(Include accommodation, finances or benefits, activities o f  daily living, ability to 
manage transport, budgeting, shopping, laundry, housework, personal self-careO 
Support network -family & friends, day centres, home-care, drop in, child-care
7. Forensic history
(Include police contacts, offences, charges and convictions, court cases, 
imprisonments)
8. Substance and alcohol use
(Include current use and doses, complications o f  use, period o f  abstinence)
9. Mental state examination
(Include appearance and behaviour, speech, mood, suicidality, thoughts, perceptions 
and insight)
10. Physical health assessment - (For smoking record)
11. Risk assessment, HONOS assessment and clustering
12. Social inclusion
13. Formulation and care-plan
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Current episode of Self Harm/Suicide attempt
• Do you know why you did it?
• Did anybody see you take the overdose or did you tell anyone about the overdose?
• Were you expecting a visitor when you took the overdose?
• How dangerous did you think your O/D might have been?
• Did you want to die or just escape your current situation?
• Did you plan it? For how long?
• Did you try to make sure you weren’t found?
• How did you come to be here/get to A&E?
• Why do you think your suicide attempt failed and are you sorry you survived?
• Were you ordered to do it by voices/ ideas put in your head/ other persons or 
agencies?
• Are the voices saying kill yourself expressing how you actually feel about 
yourself?
• Do you feel you deserve punishment as you hate yourself?
• Does harming yourself give you some relief?
• What response were you hoping for from other people to your self-harm.
Developing a safety plan
• If you have felt like this in the past what helped?
• Could you use any of these ideas/strategies now?
• If so could we write down the plan together?
• If any, what help would you need to use these strategies? Strategies can be internal
(thinking about things in a different way, self-talk, mindfulness) or external
(making contact with family or friends or self-soothing activities)
• Would anything get in the way of you using these ideas/strategies
• What would help you overcome the barriers?
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Current episode of depression
Ask about appetite, energy, enthusiasm, enjoyment, concentration, libido, sleep, 
confidence, hope, self-esteem, tears (how often in last week), suicidal thoughts and 
intent, guilt, diurnal variation in mood, social withdrawal and avoidance, rumination, 
anxiety, panics, self-care. Ask the patient to rate depression on scale of 1:10 where 1 is 
an immediate intent to commit suicide and 10 is completely fine.
Current episode of psychosis
• Do other people think you have a mental illness?
• Do have trouble keeping to the subject?
• Do you feel comfortable walking in a crowd?
• Do people seem to be looking at you in the street?
• Any difficulties with the neighbours?
• Do you think you might be being oversensitive?
• That sounds unusual to me, what do you think?
• Thought block/insertion/broadcast/echo?
• What do the voices say? Talking to you/each other/ how many?
• Can they control or influence you in any way?
Current episode hypomanie
• How much sleep are you getting?
• Are your thoughts going at a good pace?
• Got plenty of good ideas?
• Are people a bit slow for you?
• Have you lost your temper with people? Been over friendly, over familiar, said 
things you may regret later?
• Have you been very witty, creative, realised your own very high potential, driving 
your car better, did you crash, could you be hurt?
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SRRP Appendix 2: Guidelines to Assessment of New Referral - scoring
Assignment number.
CATEGORIES INCLUDE N/A NO YES
1 Presenting situation Onset N/A 0 1
Duration N/A 0 1
Functional impact N/A 0 1
Precipitating factors (e.g. life events, 
social stresses, medication)
N/A 0 1
Symptoms N/A 0 1
Current inventions (e.g. medications) N/A 0 1
Carers view N/A 0 1
2 Mental health history Episodes of previous illness N/A 0 1
Admissions N/A 0 1
Interventions N/A 0 1
Response to interventions N/A 0 1
3 Physical health 
history
Medical history N/A 0 1
Known physical conditions and 
treatment
N/A 0 1
Past operations N/A 0 1
Health concerns N/A 0 1
4 Family history Parents / siblings N/A 0 1
Family relationships N/A 0 1
5 Personal history Date of birth N/A 0 1
Development / childhood N/A 0 1
School record N/A 0 1
Work record N/A 0 1
Personal / sexual relationship N/A 0 1
Past personality N/A 0 1
Religious faith N/A 0 1
Home-care N/A 0 1
6 Social history Accommodation N/A 0 1
Finances / benefits N/A 0 1
Activities of daily living (e.g. Ability to 
manage transport, Budgeting, Shopping, 
Laundry, Housework Personal self- 
care)
N/A 0 1
Support network (e.g. family/friends, 
day centres, home care, drop ins, 
childcare)
N/A 0 1
7 Forensic history Police contacts N/A 0 1
Offences, convictions N/A 0 1
Court cases N/A 0 1
Imprisonments N/A 0 1
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8 Substance and Current use N/A 0 1
alcohol Dose N/A 0 1
Complications of use N/A 0 1
Period of abstinence N/A 0 1
9 Mental State 
Examination
Appearance, Speech, Behaviour, Mood, 
Risk, Thoughts, Perceptions, Insight
N/A 0 1
10 Physical health 
assessment
Smoking N/A 0 1
11 Risk assessment - FULL 0 1
12 HONOS Assessment N/A 0 1
Clustering N/A 0 1
13 Social inclusion - N/A 0 1
14 Formulation - N/A 0 1
15 Care-plan - N/A 0 1
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FINAL REFLECTIVE ACCOUNT
On becoming a clinical psychologist: A retrospective, developmental, reflective
account of the experience of training.
School of Psychology Coursework Form: PsychD Clinical Psychology
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This final reflective account coincides with the last six months of clinical training and has 
provided the opportunity to reflect on the impact of this experience through revisiting previous 
academic, research and clinical work. This process has highlighted the variety of experiences 
during this time that have independently and collaborately shaped the way I17 think and practice and 
the development of my professional identity as an applied psychologist. Such experiences have 
included supporting individuals experiencing a range of mental and physical health issues, and their 
families, in a variety of settings, including: inpatient, outpatient, community and physical health 
care. This has increased my therapeutic knowledge and skills and ability to work collaborately 
with a range of different professionals within the National Health Service (NHS) and voluntary 
sector. Lectures, workshops, conferences, research opportunities (e.g., service-related research 
project and major research project), academic assignments and wider reading have also informed 
the development and evaluation of my clinical practice.
Although these experiences have been important in the transition from a trainee to a 
qualified clinical psychologist, this reflective account will focus on two main areas that have felt 
particularly significant in my development, which are my experiences of supervision and the 
development of my formulation skills. Both clinical and personal experiences18 of training will be 
used throughout this account to illustrate these developments.
Supervision
The division of clinical psychology’s (2003, p.2) policy guidelines on supervision in the 
practice o f  clinical psychology describes ‘supervision’ as the space needed by clinicians to ‘reflect, 
discuss and feedback on all elements of practice to enhance practice and improve service quality.’ 
Being supervised by a number of clinical psychologists has provided an opportunity to observe 
different ways of thinking and practicing, which has been important in developing my clinical 
understanding, skills and ability to utilise supervision effectively. As such, I have found 
supervision sessions that have involved reflecting on client work and the therapeutic relationship, 
while making direct links with therapeutic models and relevant research, to be the most helpful.
17 The first person pronoun will be employed throughout this account to aid reflection.
18 All identifiable information has been removed from this account to protect the confidentiality of those mentioned. 
Limited examples of clinical practice and placement will be used due to issues of consent.
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This is consistent with Kolb’s (1984) experimental learning styles model, which suggests that 
effective learning is facilitated by the combination of time to reflect, discuss, plan and experience. 
However, post-qualification the amount of regular supervision provided will decrease (DCP; 2003, 
p.5), and so I have tried to become more organised in preparing the most salient themes or issues 
before supervision, so as to get the most out of the time available. Preparing for this has also 
supported my need to become more succinct and coherent in communicating relevant information 
about my work, particularly in situations such as team meetings, where I have needed to discuss a 
case in a short time frame. Although I have improved in this area, this ability remains a work in 
progress, and one that I will need to continue to develop.
My experiences of supervision have also increased my awareness to some of its important 
components (e.g., navigating boundaries, self-disclosure, managing issues both inside and outside 
the supervisory relationship and supporting professional development), and being supervised by a 
number of clinical psychologists has revealed various models of approaching these components. 
This has been very helpful in forming a template of how I would like to supervise others in the 
future. For example, early on in training I found it difficult to communicate to my supervisor that it 
I would benefit from changing the structure of our sessions. In particular, it would have been 
helpful to reflect on the process of therapy rather than describing the therapy and forming session 
plans. Following this experience, I have become more proactive at the start of supervisory 
relationships in sharing my expectations of supervision and negotiating a way to approach issues, 
should they arise. This ability to communicate my needs has been challenging, particularly in 
situations where the other person has more experience or an evaluative role, as I have felt concerned 
that it may lead the individual to feel criticised and negatively affect our relationship. However, I 
have found through continuing to have these conversations, my understanding and confidence in my 
ability to approach issues in a sensitive and respectful way has improved. Despite this, it can still 
feel very uncomfortable to raise issues and as a future supervisor, I would like to set aside time to 
regularly review the trainee’s experiences of supervision to provide frequent opportunities for issues 
to be raised.
Placement and peer (e.g., personal and professional development group) supervision has 
also been helpful in exploring and reflecting on professional issues, such as boundaries and self­
disclosure (e.g., revealing personal information). At the start of training I was reserved regarding 
self-disclosure in both supervisory and therapeutic interactions, as I believed that it created an 
impression of professionalism and competency. I was also concerned that self-disclosure could
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harm the therapeutic relationship and blur the client-clinician boundaries (e.g., Gutheil & Gabbard, 
1993; Meiselman, 1990). This was influenced by research suggesting that therapist self-disclosure 
could cause the client to take on the therapist’s ‘caretaker’ role by not discussing their own personal 
distress if they felt that it may upset the therapist (Meiselman, 1990). However, reflecting on my 
clinical experiences, further reading and discussions with other clinicians, has lead me to believe 
that the appropriate use of therapist self-disclosure can be an important therapeutic tool in reducing 
power relations and aiding the development of the therapeutic relationship, whereas therapist non- 
self-disclosure can negatively impact this relationship, and be experienced as hurtful and rejecting 
(Audet & Everall, 2004; Hanson, 2005). For example, when supervisors have shared their 
experiences of training with me, it has helped to normalise and manage my expectations of the level 
at which I should be working at. It has also broken down the power boundary between ‘supervisor’ 
and ‘supervisee,’ facilitating a more human connection. This has made it easier to discuss some of 
the challenges that I have encountered on placement, with less concern that it would negatively 
impact my evaluation.
These reflections have also been beneficial in thinking about a client’s possible experiences 
of the therapeutic relationship, which has influenced my clinical practice: Although I still prefer not 
to disclose personal information in sessions without the client seeking it, these experiences have 
enabled me to feel more comfortable using self-disclosure as a tool if, in discussions with the client, 
it is felt that it would aid their experience of therapy. Furthermore, discussions with clients 
regarding their curiosity about my personal life have been helpful in exploring the client’s own 
experiences and expectations of therapy. For example, while considering with a client their 
curiosity about my relationships with family and friends, they reflected that our relationship felt 
unusual as they were used to being the ‘listener.’ This started a pivotal discussion regarding their 
early relationships and how this affected their perception of their ‘worthiness’ to think about their 
own needs during therapy. Together we considered the pros and cons of sharing some of my 
experiences during therapy and how this may affect the therapeutic relationship. The client decided 
against knowing things about me, instead giving them self permission to use the time to focus on 
their own needs. This discussion was helpful in not only supporting the explicit negotiation of 
therapeutic boundaries, but also in starting a dialogue regarding the client’s feelings of self-worth 
and how the experience of therapy may impact this.
Supervision has also been an important space to reflect on my own conscious and 
unconscious cultural beliefs and values and how they may inform the way I understand and respond
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to a client’s experiences. For example, while working within a family therapy clinic, I became 
aware of my tendency to readily support parents in staying together and to avoid exploring with 
them whether this was what they both wanted. On reflection, this reaction was likely to be 
impacted by my own experiences of being part of a family. This may have unintentionally caused 
parents to feel that they should focus on staying together during sessions, preventing them from 
having the opportunity to explore whether this was the most helpful thing for them and their family. 
In supervision, we discussed the challenges of remaining completely impartial and highlighted the 
importance of continuing throughout my practice to use self-reflection to understanding my own 
values and how they may influence my interactions (e.g., Krause, 2001). These discussions were 
also helpful in developing my ability to remain curious and open when asking questions to gain a 
better understanding of, and to work within, the individual’s own belief structure that is consistent 
with their values.
Lastly, several supervisors have become important role models for me with regards to their 
enthusiasm and skill in leading research, teams and service development. This may be particularly 
salient considering the increasing demand on psychologists within the NHS to take on more 
supervisory and leadership roles. For example, observing my supervisor competing against private 
agencies during tendering to keep the CMHT, increased my understanding of recent organisational 
changes, structures and procedures. It also gave me an insight into some of the challenges facing 
the organisation as a whole, individual services and clinical psychology as a profession. Although 
some of these changes appear daunting, these experiences have provided me with a helpful model 
for how psychologists can support and collaborate with other professionals in shaping how we 
deliver care and in advocating different perspectives during these processes.
Formulation
The division of clinical psychology’s (2011) good practice guidelines on the use o f  
psychological formulation describes ‘formulation’ as a core competency of clinical psychologists 
and positions it as key in the implementation of any psychological intervention that links theory 
with practice. Research into service-user experiences further indicates formulation to be a vital 
therapeutic tool in supporting the creation of a meaningful and coherent narrative of an individual’s 
experiences, embedded within the context of relevant social and psychological factors, in a 
collaborative and culturally sensitive and non-stigmatising way (e.g., Johnstone & Hallos, 2006; 
Morberg et al., 2008).
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Despite the importance of formulation, at the start of training, I needed to develop my ability 
and confidence in utilising this skill in a helpful and collaborative way. For example, my first 
placement was within a community mental health team (CMHT) that supported clients with severe 
and enduring mental health difficulties, who often presented with complex social, attachment and 
physical health needs. During the first couple of months on this placement, I remember feeling 
overwhelmed and intimidated by the volume of information disclosed during assessment sessions, 
particularly as information could appear fragmented, unclear or contradictory. These difficulties 
were exacerbated by my limited assessment skills and knowledge of various theoretical models, 
leading to a lack of structure in the type of information I gathered. This made it challenging to 
hold this information in mind and to bring it together in sessions to form a coherent narrative (or 
working hypothesis) of the client’s experiences. Instead, I often needed to reflect on this 
information outside of the session and in supervision, before trying to incorporate these ideas into 
our discussions in the following session. This felt disjointed, less collaborative and delayed the 
development of a clear plan of intervention that was consistent with the formulation.
Following these experiences, I have worked hard to increase my knowledge of different 
theoretical models and techniques through wider reading and in discussions with peers and 
supervisors. Considering the similarities and differences between these models has also increased 
my understanding and ability to utilise them in a more flexible, integrative and client centred way. 
This has been important in informing the structure of my assessment sessions, the type of 
information I gather, and the techniques I use to do this. A structured approach has in turn helped 
me to hold this information in mind during sessions and to support the client in making sense of 
their experiences in a meaningful way. I have also found that drawing out a brief or extended 
formulation in the session (if appropriate to do so) allows new information to be fed directly back 
into the formulation so that it continues to evolve as we progress.
These formulation tools have been invaluable in supporting me to work more competently, 
confidently and meaningfully. This has been particularly important when working with clients with 
complex and enduring needs and has demonstrated the changes in my abilities since the start of 
training. One example of this was during a recent extended assessment with a client who had 
experienced numerous consecutive traumas, in the context of complex physical health and social 
difficulties. During this assessment it was helpful to draw on a number of different therapeutic 
models and techniques in order to develop the therapeutic alliance and support the client in making 
sense of their experiences. Knowledge of working with trauma was also important in the
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assessment, particularly in monitoring the client’s mental state and ability to tolerate recalling these 
traumas (e.g., Sinason, 2010). My understanding of developmental and attachment theories (e.g., 
Goldberg et al., 2013) supported the types of questions I used in gathering information about the 
client’s early experiences. This aided the construction of my own hypotheses about how these 
experiences may have influenced the formation and maintenance of the client’s current relationship 
patterns. In discussions with the client, they reported finding cognitive and behavioural models 
(e.g., Beck, 1995) helpful in thinking about how their thoughts and feelings may have developed 
and been maintained over time. In particular, the client reported that a behavioural approach m 
understanding why they may react in certain was ways helpful in normalising these experiences and 
reduced their feelings of isolation. Consequently, although I held other models in mind, I explicitly 
used CBT ideas in formulating with the client. The client reported that elements of 
psychoeducation helped to demystify their feelings of anxiety and depersonalisation. This also 
provided an opportunity to support the client in learning several anxiety management strategies to 
help manage feelings of anxiety that were elicited during the sessions. Lastly, psychodynamic ideas 
of transference and countertransference (Grant & Crawley, 2002) helped me to reflect on the 
interaction between myself and the client and to manage my own feelings of needing to protect the 
client, which were strongly elicited in the room.
Although this assessment took five sessions, the client reported that having an understanding 
of their current difficulties enabled them to make an informed decision about the type of 
intervention they felt ready for and increased their feelings of hopefulness for the future. I also 
shared the outcome of this assessment with the team, and this discussion allowed me to advocating 
on behalf of client, access a service that would be more appropriate in meeting their needs. During 
this process I was also aware that in clinical practice it can be difficult to allocate this amount of 
time to an assessment, particularly due to recent pressure in many services to reduce the number of 
sessions offered. However, the challenges in this case in assessing the client’s ability to tolerate 
therapeutic work and in supporting them to make an informed decision regarding what they would 
like to work on demonstrated to me the value of spending this time in situations like this in the hope
that it meets the clients needs.
Experiences on placement have also demonstrated the value of formulation skills in working 
not only with individuals and families, but also within teams and organisations. For example, 
during my learning disabilities placement, I was asked to work jointly with a speech and language 
therapist in supporting a residential team in developing a set of guidelines to manage a client’s
146
URN : 6198727
‘challenging behaviour.’ The client’s cognitive impairments meant that I needed to indirectly 
gather information about the client by observing their interactions with the team, other residents and 
family, across a number of several different settings. I then met with the team on several occasions 
to think together about the difficulties the client may be experiencing, within a behavioural ABC 
model (e.g., Kroese et al., 2005), and to use this information in understanding the possible functions 
of the behaviour.
Before meeting the team, I discussed my concerns in supervision regarding forming 
guidelines to ‘manage’ the behaviour as I believed it to not be problematic for the client, but rather 
for the team. Furthermore, this behaviour appeared to be the client’s way of meeting their need for 
physical pressure and did not cause harm to the client or others. I felt apprehensive about sharing 
this hypothesis and my ideas for how the team could support this behaviour, rather than prevent it. 
However, during these sessions, the team reported that they had never met before in this way and 
found it very helpful to have this protected time to come together to hear about other team members 
experiences and to agree a more consistent plan. They also reported that the behavioural model was 
helpful in forming a mutual understanding of the client’s behaviour, which appeared to reduce their 
feelings of frustration and hopelessness towards the client. This process of reflecting together 
appeared to encourage the development and acceptance of alternative perspectives and renewed 
their motivation to think about how to support the client differently. Following this change, the 
majority of the formulation and subsequent plans came from the team.
In later discussions with the team, they reported that they had requested protected time each 
month to run a reflective group to discuss a client, and gave an open invitation to the psychology 
team to attend if they would like to. This highlighted to me the value of reflective groups in 
supporting teams to be able to process and reflect on their experiences together, which may have am 
important impact on clinician, and subsequently client, well-being (e.g., Henghan et al., 2013). This 
indicates the possible important role for psychologists in advocating the need for this space within 
teams and supporting their facilitation.
In conclusion, my experiences of being part of peer supervisory groups and in completing 
the relevant clinical, research and academic work during training, has been instrumental in 
developing and evaluating my clinical knowledge, skills and confidence. These experiences have 
also developed a greater understanding of my own professional and personal identity and ability to 
work as an independent and competent practitioner. In combination, these experiences will
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hopefully equip me during the transition from being a trainee to becoming a qualified clinical 
psychologist. Despite this, I anticipate that the subsequent years post-qualification will be just as 
important in consolidating these skills and knowledge and in continuing to develop my abilities as 
an applied psychologist. However, after three years of training and my experiences of those I have 
worked with along the way, the prospect of continuing to learn from those around me no longer 
feels daunting, but exciting and a privilege.
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CLINICAL EXPERIENCE
Overview of Clinical Placements
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An Overview of Clinical Placements
The clinical component of training required the completion of five placements lasting 
between six months to one year within a community and/or inpatient mental or physical health 
setting under the supervision of a Clinical Psychologist. A brief overview of clinical experiences 
gaining during these placements will be given below.
Year One 
Adult Mental Health
This placement was split between an adult community mental health team (CMHT) and a 
secondary care Improving Access to Psychological Therapies (IAPT) service. I was also given the 
opportunity to co-facilitate a CBT-informed therapeutic group on an adult inpatient ward and to be 
part of the family therapy clinic’s reflective team. These opportunities enabled me to work with 
clients experiencing a range of clinical presentations of varying severity, including: eating 
disorders, psychosis, depression, bipolar disorder, generalised and specific anxiety and personality 
disorders.
My role included conducting psychological assessments and risk management both 
autonomously and in collaboration with the multi-disciplinary team (MDT). I developed 
individualised psychological formulations with clients using a range of psychological models, 
including: Cognitive Behavioural Therapy (CBT), Acceptance and Commitment Therapy (ACT), 
Mindfulness and elements of Dialectical Behaviour Therapy (DBT). Being part of the family 
therapy team also provided exposure to working with family systems and guidance in thinking and 
formulating systemically. I also conducted neuropsychological assessments using a variety of 
neuropsychological tools (e.g., WAIS-IV, WMS-IV and TOPF) to inform the selection of 
appropriate services, interventions and care plans.
During this placement I was provided consultation to team members by supporting the 
development and delivery of care plans, interventions and relapse prevention programmes. I also 
completed my Service Related Research Project (SRRP), which focused on the CMHT’s adherence 
to the recording of assessment information. Following the completion of this evaluation, I fed back 
my findings to the team and supported them to develop a template to help standardise the collection 
of data during routine assessments.
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Year two
Child mental health
I worked within a child and adolescent community mental health team (CAMHS) who 
supported young people aged between 5-18 years old. During this placement I was given the 
opportunity to work with young people experiencing a variety of difficulties, including: mental 
health difficulties (e.g., emetophobia, social anxiety, depression, self-harm, OCD, phobias, 
separation anxiety, early onset psychosis and bulimia), developmental disorders (e.g., autism), 
learning difficulties (e.g., dyspraxia and dyslexia), neurological disorders (e.g., Tourette's 
syndrome) and physical health difficulties (e.g., foetal alcohol syndrome and diabetes).
My work included conducting comprehensive psychological assessments (e.g., school and home 
observations, psychometric testing, meeting with the client, family and teachers) of young people s 
psychological, social and cognitive functioning. This included supporting the assessment of young 
people with a possible diagnosis of autism using a variety of measures, including: outcome 
measures (e.g., the Australian Questionnaire), school observations, interviews and psychometric 
testing (e.g., ADOS). I also conducted neuropsychological assessments to inform interventions and 
care plans, including: WISC-IV, WIAT-II, Connors’ Rating Scale for ADHD/ADD, the Australian 
Questionnaire for autism (parent / teacher), Theory of Mind Task Battery (ToMI), Behavioural and 
Emotional Rating scale (BERS), BYI, CORE -SDQ, C-GAS, Child Outcome Rating Scale (CORS).
Within my role I also delivered individual and family based therapeutic interventions using a 
variety of different modes, such as: cognitive and behavioural models, mindfulness, compassionate 
focused therapy and social skills training. I co-developed and facilitated a school-based group 
intervention that aimed to support young people with a sibling with autism. I also gave a 
presentation to a parents’ and carers group with children with autism, which focused on supporting 
siblings. Lastly, I provided consultation to social workers on psychological concepts, including 
attachment.
Learning disabilities and complex needs
I worked within a CMHT team where I supported individuals with learning disabilities (both 
verbal and non-verbal abilities) and complex needs, including: mental health (e.g., challenging 
behaviour, self-harm and adjustment to changes in physical abilities) and physical health difficulties
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(e.g., cerebral palsy, dementia, cardiovascular difficulties, epilepsy, and Sturger-Webber 
syndrome).
During this placement I conducted functional analysis assessments of challenging behaviour to 
inform psychological formulations and guidance on the management of this behaviour. I conducted 
assessments and delivered individual, family and carer based interventions using a range of 
therapeutic models, including: CBT, positive behavioural support approaches and solution focused 
therapy. I also developed and delivered a one day workshop to the MDT on supporting individuals 
with autism and supervised a trainee clinical psychologist in the completion of research.
I conducted neuropsychological assessments to inform interventions and care plans, using a 
variety of different tools, including: CAMDEX-LD, Brief Praxis Test, Social Moral Awareness Test 
(SMAT), Hampshire Assessment for Living with Others (HALO), Capacity to Consent to Sexual 
Relationships (BILD- CSR), Cognitive Behavioural Inventory (CBI) and Motivation Assessment 
Scale (MAS). Using these tools, I was able to attend and contribute to safeguarding and best 
interest meetings.
Year three
Older People’s mental health
I worked within a CMHT for Older People. During this role I conducted psychological 
assessments and interventions using a range of therapeutic models including: Cognitive Analytic 
Therapy (CAT), CBT, ACT, systemic couples work and bereavement counselling. I also developed 
and delivered a Dementia Information Group (DIG), focusing on developing clients and their 
carer’s ability and confidence in coping with a neurodegenerative disease.
During this placement I also conducted neuropsychological assessments under the supervision 
of a neuropsychologist to screen for dementia and cognitive decline using a variety of different 
tests, including: ACE-III, WAIS-IV, WMS-IV, VOSP, Hayling and Brixton, DK-EFS, BADS, 
Graded Naming Test, Mini-mental state (MSB) and TOPF. I delivered training to MDT regarding 
service protocol changes in the assessment of dementia and managed risk in collaboration with 
MDT, residential homes, day centres and relatives/carers.
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Specialist Placement -  oncology
I worked within a family support service that delivered comprehensive psychological 
support to families with children under the age of 18, where a parent has a diagnosis of cancer, in 
both an inpatient and outpatient hospital setting. This role required a good understanding of 
oncology (diagnosis, treatment and ethical concerns) and the impact of this on both individuals with 
cancer and their families.
During this placement, I supported both adults and young people experiencing a range of mental 
and physical health difficulties, including: anxiety (e.g., generalised, phobic or panic), adjustment or 
anger difficulties, depression, relational difficulties (e.g., high family discord or separation anxiety) 
and experiencing bereavement. In supporting these families I conducted psychological assessments 
and developed formulations and interventions with both individuals and families, while drawing on 
a variety of therapeutic models (e.g., systemic, cognitive and behavioural, psychoanalytic and 
counselling) and tools (e.g., play and art). I also provided specialist psychological advice, guidance, 
consultation and joint working with those involved in day-to-day patient care (e.g., GP, schools, 
Macmillan, CAMHS, MDT and medical professionals).
Within my individual work, I supported young people at risk of exclusion from education and 
worked with schools and pupil referral units to develop educational plans and support their 
reintegration back into school. I was also given the opportunity to co-facilitate a reflective practice 
group for senior nurses working with high emotional distress. Lastly, I conducted structured risk 
assessments and monitoring them throughout the therapeutic engagement, both independently and 
in collaboration with the MDT.
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RESEARCH AND ACADEM IC ASSESSM ENTS
Titles of All Academic and Research Assessments
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Year I Assessments
Programme
Component
TITLE OF ASSIGNMENT
Fundamentals of 
Theory and Practice in 
Clinical Psychology 
(FTPCP)
Short report of WAIS-III data and practice administration
Research -SRRP Adherence to assessment guidelines pre- and post-changes to 
the referral assessment system within an adult Community 
Mental Health Team (CMHT).
FTPCP -  practice case 
report
Assessment of a young woman presenting with symptoms of 
depression and eating disturbance.
Problem Based 
Learning -  Reflective 
Account
A Relationship to change.
Research -  Literature 
Review
The relationship between psychological variables and physical 
health: Does emotional intelligence moderate or mediate these 
relationships?
Adult -  case report 1 Cognitive behavioural therapy with a woman in her forties 
presenting with symptoms of low self-esteem, anxiety and 
paranoid thoughts.
Adult -  case report 2 Cognitive behavioural therapy with a young woman 
presenting with symptoms of eating disturbance and low 
mood.
Research -  Qualitative 
Research Project
Clinical Psychology Trainee’s Perspectives on Future Job 
Prospects.
Research -  Major 
Research Project 
Proposal
The relationship between emotional intelligence, social 
comparison and motivation to engage in physical activity in 
adolescents.
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Year II Assessments
Programme
Component
TITLE OF ASSESSMENT
Research Research Methods and Statistics test
Professional Issues 
Essay
Critically evaluate the use of CBT with adults with learning 
disabilities.
Problem Based 
Learning -  Reflective 
Account
Problem Based Learning Reflective Account
Child and Family -  
Case Report
An extended assessment of a boy, aged 11, presenting with 
social, communication and behavioural difficulties that 
indicate an Autistic Spectrum Disorder.
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
Personal and Professional Learning Discussion Groups 
Process Account
People with Learning 
Disabilities -  Oral 
Presentation of 
Clinical Activity
Adapting a CBT-informed intervention for a middle aged 
female with a mild learning disability, presenting with 
anxiety.
Year III Assessments
Programme
Component
ASSESSMENT TITLE
Research -  MRP 
Portfolio
The Relationship between Emotional Intelligence, Social 
Comparison and Motivation to Engage in Physical Activity in 
a School Aged Sample.
Personal and 
Professional Learning 
-  Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training
Older People -  Case 
Report
A neuropsychological assessment of a 69 year old woman 
presenting with memory difficulties.
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